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ABSTRACT
This Portfolio is a collection of work spanning three years of training on the 
Practitioner Doctorate course in Psychotherapeutic and Counselling Psychology at 
the University of Surrey. The Portfolio comprises three dossiers pertaining to 
academic work, therapeutic practice and research respectively and aims to 
demonstrate the range of competencies and skills that I have developed across these 
three areas. Three essays are presented as part of the Academic Dossier. These 
have been selected to evidence my psychological understanding of child 
psychodynamic therapy, models of human distress and cognitive-behavioural 
therapy. The Therapeutic Practice Dossier outlines the three clinical placements that 
I have undertaken and the skills that I developed at each alongside my personal 
reflections. Additionally, it contains my Final Clinical Paper, which details my 
personal and professional development over the training and my understanding of 
Counselling Psychology. Finally, the Research Dossier contains three pieces of 
research; a critical literature review and two pieces of empirical research. Each piece 
is concerned with the sibling relationship in the context of eating disorders and 
represents a different type of methodological enquiry; a critical literature review using 
thematic synthesis, a thematic analysis of interview data and finally a quantitative 
analysis of questionnaire data.
INTRODUCTION TO THE PORTFOLIO
Rivers belong where they can ramble. Eagles belong where they can fly. I’ve got to 
be where my spirit can run free, got to find my corner of the sky.
(Schwartz, 2013 from ‘Pippin’)
In this Portfolio I present a selection of the wide-ranging work which I have 
undertaken over the three years of this training. It covers a variety of ideas and 
theories which I have explored and which have particularly interested me. I hope that 
in reading this, it will be possible to get an understanding of how I have arrived at an 
image of the kind of Counselling Psychologist that I would like to become; my corner 
of the sky.
The Portfolio is organised into three dossiers; Academic, Therapeutic and Research.
I will introduce each in turn and provide some background as to why each topic was 
selected and its impact upon my training. In order to contextualise this Portfolio as a 
whole, I would like to start with describing the person that I was when I started 
training and what brought me here in the first place.
BACKGROUND
I have always been fascinated by people, always enjoying being in the company of 
others and wondering what they were thinking, why they were acting in a particular 
way and how they saw the world. My family and I were lucky enough to be able to 
live abroad through my Dad’s work; an opportunity which sparked my interest in 
travel and in the different kinds of people that we met along the way.
My primary school years were filled with these exciting travel adventures, meeting 
new people, joining new schools and seeing new places. However, whilst I thrived on 
this, there were costs. The combination of being young for my academic year and 
having moved schools meant that I was behind others in my class and this left me 
lacking confidence in myself academically. Indeed, finding my academic voice has 
been a theme throughout this training and perhaps a reason for pursuing it in the first 
place.
During our second posting abroad my brother remained at boarding school in 
London. I wanted to do whatever he was doing and so avidly read my way through 
Enid Blyton’s boarding schools books and begged to be allowed to board. To my 
delight I started at boarding school aged 11 years. Although it was not quite like 
Malory Towers, I was very happy there, surrounded by my friends, knowing that I 
would not have to move schools again. I loved the intensity of living with my friends 
(an experience that really allows you to know others), spending quality time with my 
family at weekends; structure and predictability. Clinically it taught me the value of 
boundaries and consistency as a priority. However, I am confident that boarding 
school left me overly independent which at times can resemble stubborn self- 
reliance, allowing me to understand those clients who fear the intimacy of the 
therapeutic relationship.
In recent years my immediate family have become much closer. From 2008 onwards 
both my parents were in and out of hospital, meaning that our time together was 
especially important. In 2009 my Dad died. His loss had a profound effect on all of 
us, changing the shape of our family. The experience meant that I had to rely on 
others emotionally, a process that gave me insight into the experience of clients and 
which was essential for enabling me to really make use of therapy when I started this 
doctorate.
PATH TO COUNSELLING PSYCHOLOGY
I decided to study psychology at university with no particular career in mind. In fact 
studying psychology in itself came about because I could not decide which of my A- 
level subjects I wanted to continue to degree level. Psychology seemed to combine 
my interest in science and arts. I found psychology endlessly fascinating, but still did 
not have a career in mind. I attended a careers fair during my first year at university 
where I learnt about Clinical Psychology (Counselling Psychology was not 
mentioned). This career seemed perfect; a scientific discipline which involved 
working with people. I decided to pursue it. I enrolled on various volunteering 
programmes to get some therapeutic experience and worked as a research assistant 
during the summer holidays. Then one day, I saw a documentary about an inpatient 
eating disorders service. I was completely engrossed, so I wrote to the clinical 
director asking for work experience and spent two university holidays volunteering 
there.
I found the world of eating disorders absorbing. It spoke to my interest in working 
with young people and my experiences of being a young woman growing up in a 
society which places excessive value on women’s bodies. Inpatient work appealed 
because of the multi-disciplinary team element and the intensity of the situation, not 
dissimilar from boarding school. When I finished university I wrote to all the inpatient 
eating disorder services that I could find and was offered a job at a wonderful service, 
working with children and adolescents using the therapeutic milieu model 
(Gunderson, 1978). I worked there for four years as a Senior Therapeutic Care 
Worker. This job was hugely formative clinically, teaching me about communication 
with children and families, multi-disciplinary team work and models of human 
distress. And also personally, enabling me to develop my capacities to express 
emotion and to accept support from others.
For many of the years that I pursed a career in psychology, I was aiming to be 
accepted on to a Clinical Psychology training course. In fact, I applied and was 
rejected twice. It was only much later that I learnt about Counselling Psychology and 
discovered that those staff who I aspired to be at work were actually Counselling 
Psychologists. They were the staff who, whilst boundaried and professional, could be 
creative with the rules, possessing a spontaneity that I wanted to develop.
Throughout the training I have wondered if I made the right decision to pursue 
Counselling Psychology rather than Clinical Psychology. Indeed, I have also 
wondered whether there is any difference between the two disciplines at all.
However, the Counselling Psychology training - with its flexibility, focus on 
phenomenology, pluralism and self-reflection - was right for me. By being separate 
from the National Health Service, I have been given the opportunity to develop my 
own views and outlook which I believe will stand me in good stead going forward after 
training.
ACADEMIC DOSSIER
The Academic Dossier is comprised of three essays, one written during the second 
year of this training and two in the final year. Each essay represents my exploration 
of a theme or idea that particularly appealed to me at that time. As a collection they
represent my interest in the variety of ways of working with children and the centrality 
of the therapeutic relationship within Counselling Psychology.
“Lefs Play a Game”: Using the Early Mother-Child Relationship to Inform 
Therapy with Traumatised Children.
This essay was written whilst on placement working psychodynamically with children 
who had witnessed domestic violence. I was fascinated by the work but desperate to 
know how it worked and what I should be doing; a manual to follow which would 
ensure successful therapy. I used this essay to explore these questions, focussing 
upon the early Mother-child relationship as conceptualised by Winnicott and Bion. In 
exploring this relationship I found much of what I wanted: techniques and theories 
which I felt I could apply to my clinical work. However, what I really learnt was the 
concept of being with a client: setting aside theory and technique, instead prioritising 
the use of self.
Utilising Principles of Neurodevelopment when Working with Abused Children
The second essay was written during my final year of training. I had spent a year 
working therapeutically with traumatised children using the psychodynamic model. 
However, I was curious about the lack of research around the efficacy of this model 
and the challenges of diagnosis in relation to this client group. I had read The Boy 
Who Was Raised As A Dog’ by Perry and Szalavitz (2006). I was fascinated by this 
way of viewing therapeutic work neurodevelopmentally and wanted to know more. I 
strongly believe that whilst Counselling Psychologists are not typically trained in 
neurodevelopment in depth, this is a crucial area of knowledge which ensures that 
therapeutic work is holistic; mind, body and brain.
In the Age of Technology Is the Therapeutic Relationship Still Relevant to 
Cognitive Behavioural Therapy?
This third essay was written during my final year of training whilst working within an 
Improving Access to Psychological Therapies (lAPT) service within the National 
Health Service. I began the placement having spent a year working 
psychodynamically, prioritising the therapeutic relationship and use of self. I then 
immersed myself in a busy lAPT service where ensuring that each client received
something was crucial. I felt instinctively that clients who were only offered computer- 
based Cognitive Behavioural Therapy (CBT) were ‘missing out’ on the value of a 
therapeutic relationship. However, I was aware of the time and financial constraints 
on the service. This essay provided me with an opportunity to explore the therapeutic 
relationship within CBT and investigate the efficacy of computer-based CBT whilst 
accounting for both clients’ and services’ needs.
THERAPEUTIC PRACTICE DOSSIER
The Therapeutic Practice Dossier describes my clinical experiences over the course 
of this training. I provide an account of my three clinical placements. I detail the 
therapeutic model adopted on the placement, the context, range of clients seen and 
specific areas of learning.
The Soundtrack To My Training
I conclude this dossier with my Final Clinical Paper. This presents the key challenges 
that I have encountered throughout this training and the ways in which I have 
developed and changed as a practitioner. I conclude with some thoughts about how I 
view Counselling Psychology and the kind of practitioner that I am now and hope to 
become. I punctuate my paper with the lyrics from musical theatre (a passion of 
mine) which have helped me to conceptualise my ideas and lent structure to my 
experiences.
RESEARCH DOSSIER
This dossier consists of the research that I have undertaken throughout training; a 
critical literature review and two empirical studies, one qualitative and one 
quantitative. Each piece explores aspects of the sibling relationship in the context of 
eating disorders. I became interested in this whilst working in an eating disorders 
service. I was curious about what siblings’ experiences were and how overlooked 
they could be.
Siblings and Eating Disorders: A Dynamic Relationship.
This review explores the sibling relationship in the context of eating disorders. I took 
an objective stance reviewing, clearly and transparently searching for all relevant 
papers and not privileging any approach, theory or model over another. The result is 
a thorough review from which I was able to draw research questions and hypotheses.
I was trying to build my confidence in research and in this subject area, keen to 
ensure that I had fully explored the literature before I critiqued it. It was through this 
process that I began to feel more confident in expressing my academic views.
“it Just Seems So Hard.” Growing Up While Your Sibling Has An Eating 
Disorder: A Thematic Analysis.
My first empirical study was intended to give voice to adolescent siblings of people 
with eating disorders through interviews exploring their experiences and 
understanding of eating disorders. I used Thematic Analysis (Braun & Clark, 2006) to 
analyse the interviews and draw themes common across individuals’ accounts. The 
research highlights the profound impact that eating disorders can have on siblings’ 
daily life and developing identity as well as the ways in which siblings manage this 
impact and understand the eating disorder.
This was my first experience of qualitative research. I was curious about the way in 
which qualitative research could acknowledge the person of the researcher whilst 
conforming to rigorous research standards. I was sceptical about the validity of 
research which could not produce generalisable results. However, I discovered that 
the richness of data generated through qualitative research is a great strength of the 
approach.
Family Stigma, Siblings and Anorexia Nervosa
My second empirical study was quantitative, investigating teenagers’ attributions of 
adolescent siblings of people with Anorexia Nervosa. This question came firstly from 
an absence of attention on family stigma in the research literature and my qualitative 
study in which secrecy was prominent. The research found predominantly 
sympathetic attributions of siblings, but highlighted individual differences.
I was keen to return to a quantitative methodology to explore the ways in which 
qualitative and quantitative studies can work alongside one another. Furthermore I 
had been increasingly conscious of the social justice element of Counselling 
Psychology. I saw the topic of stigma and the opportunity to go into schools as a way 
of exploring this.
CONCLUSION
Presenting a portfolio of work intended as a representation of me as an academic, 
practitioner and researcher is a nerve-wracking endeavour, particularly as I continue 
to find my feet in each role. I see this portfolio as a reflection of me now as I set out 
from the University of Surrey and on to the next stage of my career, where I hope to 
continue to learn and develop.
So man up, break out, dive in. There’s no knowing how it ends until you get up and
begin.
(Kilt & Yorkey, 2014 -  from ‘If/Then’)
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INTRODUCTION TO THE ACADEMIC DOSSIER
In this Academic Dossier I present three separate essays written over the course of 
this training, one in the second year and two in the final year. Each tackles a distinct 
idea or focus; the first two address working with traumatised children from two 
different perspectives and the final essay deals with the therapeutic relationship.
The first essay explores the relationship between the psychoanalytic understanding 
of the early mother-child relationship and psychodynamic play therapy. It proposes 
that the therapist utilises concepts integral to being a ‘good-enough’ mother such as 
reverie and attunement to support clients to ‘grow up’ over the course of therapy. It 
uses the case example of a young boy who had witnessed domestic violence to 
illustrate these ideas.
The second essay follows on from the first by taking a wider perspective, considering 
ways of understanding human distress and how to plan therapeutic interventions. I 
explore this within the context of therapeutic work with abused children. This essay 
extends the first essay by looking in detail at the ways in which understanding of 
brain development can inform clinical practice. It proposes that the Neurosequential 
Model of Therapeutics provides a viable theory-driven framework for selecting and 
structuring therapeutic interventions.
The third and final essay discusses the importance of the therapeutic relationship in 
Cognitive Behavioural Therapy (CBT) in the context of the increased availability of 
internet and computer-based CBT programmes. It questions whether therapists are 
really necessary for successful therapy and, if so, to what extent they can utilise 
technology to support their work. It is written from a perspective which takes into 
account the needs of individual clients as well as the wider constraints on service 
providers.
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“LETS PLAY A GAME”: USING THE EARLY MOTHER-CHILD RELATIONSHIP 
TO INFORM THERAPY WITH TRAUMATISED CHILDREN
The Mother’s role is crucial to the development of the child (Jacobs, 1995). Similarly 
the relationship is central to any psychotherapeutic encounter. I propose that the 
therapist-client relationship can learn from detailed examination of the early Mother- 
child relationship. Over the course of the therapeutic relationship the client develops, 
passing through similar stages to a growing child; infancy, adolescence and 
autonomous adulthood. “It is the most complex of all stories: that of how a person 
grows up” (Waddell, 1998, p.1).
I will explore the early Mother-child relationship and how Posttraumatic Stress 
Disorder (PTSD) has its origins in the disruption of this relationship. Through clinical 
examples of a child who witnessed domestic violence, I will illustrate how 
understanding mirroring, reverie and containment in the Mother-child relationship can 
have direct clinical applications. I will draw on theories of attachment, ego 
psychology and the work of Winnicott and Bion. The term ‘Mother’ will be used to 
denote the primary care giver although it is acknowledged that this role is not 
exclusively a female one.
TRAUMA
PTSD is a response to experiencing/witnessing an event involving actual or 
threatened death/injury and feelings of fear, helplessness and/or horror. It is 
characterised, in adults, by intrusive recollections, avoidance, changes in arousal and 
reactivity and negative changes in cognitions and mood (American Psychiatric 
Association [APA], 2013). There is increasing recognition that children also develop 
PTSD. However, it is important to note that children may present with different 
symptoms to adults such as regression to earlier developmental states, new fears 
and psychosomatic complaints (Kaminer, Seedat & Stein, 2005). This was 
acknowledged by the fifth Diagnostic and Statistical Manual (DSM 5) through the 
introduction of a preschool subtype of PTSD for children aged 6 years and under 
(APA, 2013).
The concept of diagnoses, and therefore alignment with the medical ‘treatment’ 
model, presents difficulties for Counselling Psychologists. Diagnostic manuals can
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be seen to reduce people to sets of symptoms which mark individuals out as 
‘abnormal’, potentially exacerbating stigma. However, they also present a common 
language for clinicians and clients to talk about particular difficulties and provide a 
focus for research. This essay will focus on symptoms which are indicative of PTSD 
rather than the diagnosis of PTSD itself.
Anonymised vignettes are taken from work with children at a domestic violence 
charity, which offers five months of weekly psychodynamic play therapy. Women’s 
Aid defines domestic violence as “physical, sexual, psychological or financial violence 
that takes place within an intimate or family-type relationship and that forms a pattern 
of coercive and controlling behaviour” (Women’s Aid, 2007). It is important to note 
that not all such behaviours will be inherently violent. Some children appear to 
survive witnessing domestic violence relatively unscathed, however, for many 
children, the outcomes are similar to experiencing abuse directly (Kitzmann, Gaylord, 
Holt & Kenny 2003) including anxiety, PTSD (Kilpatrick, Litt & Williams, 1997), low 
self-esteem, difficulties at school and aggressive behaviour (Goddard & Bedi, 2010). 
Indeed there is a move towards classifying witnessing domestic violence as a form of 
child abuse (Goddard & Bedi, 2010).
MOTHER-CHILD RELATIONSHIP
Every child’s world starts with a relationship. Winnicott described the ‘primary 
maternal preoccupation’ as that state in which the Mother is concerned with her child, 
almost to the exclusion of all others (Jacobs, 1995). The Mother acts as a mirror for 
her child (Jacobs, 1995). She mirrors the infant’s internal states and arousal.
Crucially Bion drew a distinction between a Mother who simply reflects the baby’s 
state back to him, acting as a mirror, and a Mother who is able to do something with 
the projections (Waddell, 1998). He proposed that whilst a Mother offers her baby 
nourishment and love she also offers her mind] her thinking self. In doing so she 
provides her baby with a shape to his thoughts by giving them meaning and 
beginning to build a mechanism of organising thoughts (Waddell, 1998). She 
provides a ‘thinking breast’. Bion proposed that this is due to a Mother’s capacity for 
‘reverie’: the state in which she can tolerate her baby’s desperate projections, can 
bear not knowing their cause and, importantly, can continue to think. The infant turns 
to his Mother with a cry, receiving actions and words which address his discomfort 
and he integrates this into his identity formation (Verhaeghe & Vanheule, 2005).
12
Through this process of introjection the baby takes in these experiences and starts to 
develop his own capacity to understand his bodily sensations, relationships with 
others, and feel increasingly less dependent on external sources of coherence 
(Waddell, 1998). The infant can feel satisfied that his need was not only met but, 
importantly, understood. The Mother has provided a ‘psychic skin’ through which her 
baby can feel held together (Waddell, 1998). This model of thinking can also be 
described as the ‘container/contained; a relationship where a Mother initially acts as 
container for her baby’s projections. With the Mother’s consistency over time the 
infant will learn to do this for himself, enabling the Mother to move from thinking for 
him to thinking with him. Bion represented this relationship symbolically as and 
emphasised mutual seeking; thoughts seeking a thinker and a thinker seeking 
thoughts (Symington & Symington, 1996).
DISTRUPTION OF THE MOTHER-CHILD RELATIONSHIP
Sensitivity to developing PTSD-type symptoms may lie in disruption to this crucial 
relationship. When a child has not had the experience of a Mother who mirrors his 
affect, who thinks for him, he will not learn to handle arousal in a mindful way 
(Verhaeghe & Vanheule, 2005). Upon facing a traumatic event, he is then unable to 
process the event psychologically, responding instead with the automatic anxiety and 
somatic symptoms common to PTSD and to very young infants. Chertoff (1998) 
proposes an alternative theory, suggesting that a traumatic event or series of 
traumatic events overwhelms the ego which results in the individual resorting back to 
earlier, more infantile modes of functioning, without thought. She defines the ‘ego’ as 
the system which acts as the interface between the needs of the individual and the 
pressures of the external world often through unconscious defences. Indeed Anna 
Freud saw many of the symptoms included in the DSM criteria for a diagnosis of 
PTSD as evidence of an overwhelmed ego; intrusive, avoidant and hypervigilant 
symptoms (Chertoff, 1998).
Attachment theory is based upon the supposition that children are predisposed, in the 
face of fear, to seek an attachment figure. Any threat to someone’s safety will trigger 
this primitive attachment system resulting in protest, despair and detachment (de 
Zulueta, 2006). The child’s repeated experience of their Mother and her responses to 
them are internalised as ‘working models’ of attachment figures and become the
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‘blue-print’ for future relationships. Fonagy and Target (1997) have shown that a 
Mother’s ability to ‘give meaning’ to her child’s behaviour and experiences, enables 
her child to develop the capacity to ‘mentalise’. This allows her child to begin to 
understand the minds of others; their desires and intentions. It can be a protective 
factor in the case of abuse by leaving the individual less likely to re-enact the 
traumatic event (de Zulueta, 2006). This ability to regulate emotion which develops in 
the securely attached child, is a key protective factor following a trauma (Schore, 
2002). Dissociation is a mechanism by which the insecurely attached child protects 
him/herself from the violence of their caregiver, who is necessary to them (de 
Zulueta, 2006). De Zulueta (2006) describes PTSD as a ‘dissociative phenomenon’ 
as the memory of the trauma has been coded at the somatic and sensory level, 
without the ability of the individual to regulate the experience. Empirical links have 
been made between the development of PTSD and ‘unresolved’ attachment styles 
(Verhaeghe & Vanheule, 2005).
THE MOTHER-CHILD RELATIONSHIP INFORMING THERAPY
These links between the early Mother-child relationship and the development of 
PTSD symptomology can inform the therapeutic work with clients. Winnicott’s ‘good 
enough’ Mother provides an environment which facilitates her child’s development. 
She is ‘object-mother’, able to meet her child’s needs and be the object of her child’s 
hate, and ‘environment-mother’, providing predictability and safety (Jacobs, 1995). 
Through this her child develops self-control. Winnicott directly links the tasks of the 
‘environment-mother’ to that of the therapist. The Mother adapts to her child; meeting 
his needs, but at times, failing to provide, thereby allowing anger in her child (Jacobs, 
1995). Like a ‘good-enough mother’, the therapist will tolerate the client’s pain, 
projections and defences. Similarly the therapist cannot always meet their client’s 
needs and, over time, will support their client to become more autonomous; akin to 
weaning.
This idea of therapist replicating elements of the Mother-child relationship is 
particularly pertinent to trauma. As Verhaeghe and Vanheule (2005, p.502) state:
“the emphasis [of therapy] should not be placed on an accurate, actual reconstruction 
[of the trauma] but rather on the therapeutic relationship [...] treatment becomes the 
reestablishment of an original relationship between subject and Other in which this 
Other must take a supporting and a mirroring position.” As such the therapist
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responds to the defenceless child in the therapy room, performing particular parental 
functions until the client is ready to move forward (Winnicott, 1965).
PLAY THERAPY
Play therapy draws on these very principles. Winnicott saw play as initially occurring 
in the transitional space between Mother and child. The child then begins to play 
alone in the presence of an adult who does not intrude upon his fantasy world.
Finally the child invites the adult into their play, allowing the adult to introduce their 
own ideas, leading the child towards being able to play as part of a relationship 
(Jacobs, 1995). Winnicott described play as a “remedy for his helplessness towards 
reality” (Green, 2005, p. 10); a helplessness that is necessarily inherent in PTSD 
symptomology.
Whilst Klein’s use of active interpretation and explicit language in working with 
children’s anxieties is less commonly practiced now, much of her groundwork 
continues; her emphasis on the importance of the setting and boundaries and 
working in the transference and counter-transference (Segal, 2004). McCarthy 
(2012), in contrast to Axline (1969), takes a relatively directive approach to play 
therapy, defining the role of the dynamic play therapist as: witnessing, containing, 
provoking and envisioning, remarkably similar to that of a Mother. Indeed McCarthy 
(2012, p. 41) describes two crucial concepts for the dynamic play therapist as 
synchrony (being in the “same time” as the child) and mirroring (“reflecting the child’s 
experience of himself) again seeming to reference the ‘primary maternal 
preoccupation’.
A client entering the consulting room is greeted by a stranger. What kind of person 
will this stranger turn out to be? Can they be trusted? Will I like them? Will they like 
me? Whilst these questions will not be answered immediately, the answers are 
developed from the first moment. All we, as therapists, can reasonably do is provide 
consistency. Like a Mother providing a secure base for her child (Holmes, 2001) this, 
I believe, should be the first aim of therapy.
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IDRIS: COMMUNICATION THROUGH GAMES
When Idris (aged 9) walked into the play room for the first time he looked around, 
taking it all in. He appeared unsure, timid. I joined him, also looking around the 
room, mirroring his body language to give me a sense of his mood. Like a Mother, 
the therapist can act as a mirror for the child; reflecting their affect whist putting it into 
words. I tried to verbalise this for him.
THERAPIST: “Hmmm, there are a lot of toys and it might be difficult to make a 
choice. You may be wondering what this is all about. ”
By starting in this way the child gets the sense that the therapist is in tune with them, 
reflecting back to them a ‘true’ representation of themselves.
In that first session we discussed our ‘agreement’; when we would meet, for how 
long, how we would manage confidentiality and what we could and could not do. As 
a child who grew up with the backdrop of domestic violence throughout his life and 
whose Mother had little external support, it is likely that consistent and predictable 
adults were a noticeable absence in Idris’ life. He was reportedly withdrawn, shy and 
prone to ‘day-dreaming’, which it was suggested may have been a form of 
dissociation. His attachment to me was distant; he played by himself, looked at me 
wearily and was quiet throughout. However, as our relationship developed and Idris 
began to trust my mirroring, Idris started to make up games for us to play together. 
‘Beach ball’ involved us passing a ball using only our hands. The aim of the game 
was initially to keep the ball in the air, but developed into hitting a target with the ball, 
guarded by the other player. This game, seemed to me, to be linked to his assessing 
my reliability and predictability. Could I keep the ball in the air? Could I protect the 
target?
“Toys are their words and play is their conversation” (Hall, Kaduson & Schaefer, 
2002). As the baby communicates with his Mother through physical gesture, crying, 
defecating and eye-gazing, the older child uses play as his tools. In the same way 
that the Mother is described in a ‘state’ of reverie, so the dynamic play therapist is a 
witness to their client; we observe with our eyes and our minds.
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THERAPIST: “I think it is important, Idris, that the ball is kept in the air, that we don’t 
let it drop or fail. ”
The child can sense that they are in the presence of someone who is following them 
each step of the way without breaking the boundaries that they have so carefully set 
up, in this case the metaphor of ‘Beach Ball’. The child feels no pressure to give an 
explanation for their play, indeed this is often not possible. By the same token we as 
therapists may well not know what the meaning of a communication is. As McCarthy 
(2012) notes, the fact that we know something has meaning is more important than 
the discovery of what the meaning is.
For Idris it was important to know whether I was a witness to his play. Was I attuned 
to him? Did I have higher expectations for him than he could achieve or was I truly 
alongside him? In one session he gave me numerous cushions which I was charged 
with placing around the room. He imagined they were stepping stones in the midst of 
a raging river he had to cross, stepping only on the cushions. The first time we did 
this he navigated the ‘river’ with ease.
IDRIS: “That was too easy, make it harder this time.”
For a second time I laid out the cushions, feeling anxious that I didn’t want him to fail. 
He was not able to cross the ‘river’ this time as the cushions were spaced too far 
apart.
IDRIS: “i want you to make it medium difficult. ”
We continued this game until I was able, to his satisfaction, to create a path for him 
through the dangerous river; until I was able to correctly assess his ability and be 
attuned to his needs.
“Because so much is potentially happening in a child’s play when she is engaged in 
the therapy process, we serve the function of containing and grounding this process, 
and at times redirecting it in our containing it” (McCarthy, 2012, p. 31). Whilst 
McCarthy’s containment seems safety-focussed, Winnicott describes the role of the 
therapist as that of a basket into which the client can put their eggs and test out the 
therapist’s response; reliable and thoughtful or a re-enactment of previous negative
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experiences (Jacobs, 1995). Would I re-enact Idris’ experience of a Mother keen for 
him to grow up in into a strong man, who could navigate any raging river, or could I 
tolerate staying with Idris at his developmental stage, in need of a slightly easier river 
crossing?
In another session Idris devised a new game, which he called ‘Volleyball’. In turn we 
had to bounce the ball from one end of the room to the other and try to put it into the 
goal. Idris explained the numerous rules and, as we played, it became increasingly 
apparent to me that the rules precluded anyone from winning. I was left feeling 
hopeless and helpless in the face of these difficult rules. I reflected this back to Idris.
THERAPIST: “Gosh, it seems as though it will never be possible for either of us to 
win this game".
IDRIS: “I know, but you have to keep trying”.
This small, but powerful, exchange signified to me the essence of the 
container/contained relationship. I received Idris’ projections of hopelessness and 
helplessness. I considered them and returned them to him in a more digestible form 
using the metaphor of the game which he had set up. He was able to experience 
being understood by another and to communicate to me clearly his fear that I might 
give up on him.
CONCLUSION
I have tried to illustrate the ways in which psychoanalysis, in particular dynamic play 
therapy with children, can utilise understanding of the early Mother-child relationship; 
mirroring, reverie and containment. This could be further extended by examination of 
the later Mother-child relationship in tolerating frustration and weaning/separation. 
Although study and theorising are necessary, Winnicott emphasises a Mother’s 
intuition in adapting to her child’s needs, a process which cannot be learned from 
books (Jacobs, 1995). In the same way, the therapist enters the therapy room 
“without memory or desire” (Bion, 1983, p. 33), without actively bringing theory, 
instead bringing their whole self. Both Mother and child “grow through the experience 
of containing and being contained” (Symington & Symington, 1196, p. 52), so too can
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the therapist learn from their client. All we can hope is to become ‘good-enough 
therapists' who give our clients the opportunity to grow up in our company.
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UTILISING PRINCIPLES OF NEURODEVELOPMENT WHEN WORKING WITH
ABUSED CHILDREN
It has been estimated that one in five 11-17 year-olds in the UK has been severely 
maltreated (Radford et al., 2011). The physical, psychological, behavioural and 
societal consequences of this can be severe and enduring. It is crucial that these 
young people can access psychological interventions which promote well-being. 
Counselling psychologists, as reflective scientist-practitioners, who take a holistic 
approach to human distress and work with this client group (HCPC, 2012) are in a 
strong position to support the development of such interventions. I will outline the 
presentation of children who have been chronically abused; affect dysregulation, poor 
self-image and relational difficulties (Stein & Kendall, 2004). I will argue that there is 
no diagnostic category which comprehensively captures this presentation and is 
supported by appropriate assessment tools. I will support claims that current 
psychological interventions are effective to a point, but highlight potential limitations 
with reference to the impact of trauma on the developing brain. Finally I will bring 
these areas together by presenting the Neurosequential Model of Therapeutics which 
I argue provides a promising alternative to diagnosis and which enhances the efficacy 
of current interventions.
This paper takes a critical realist position, assuming a true reality, although our 
capacity to know it is limited by our own perspectives (Ponterotto, 2005). The 
concept of diagnoses is accepted although the imperfection of the categories is 
acknowledged. A positivist epistemology is adopted; particular psychological 
interventions are indicated based upon underlying brain development. I will utilise 
Stein and Kendall’s (2004, pg. 74) definition of traumatic events as producing 
“feelings of terror and helplessness, which overwhelm normal psychological 
defences’’. Chronic abuse refers to interpersonal trauma or neglect over a sustained 
period of time.
CLINICAL PRESENTATION OF CHRONIC ABUSE
The impact of chronic abuse varies depending upon the nature and duration of the 
abuse, the child’s age and their environment. However, common themes have been 
identified; affect dysregulation, poor self-image and relational difficulties (Stein & 
Kendall, 2004). These will be described in turn.
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Children who have experienced chronic abuse typically present with difficulties in 
regulating affect (Stein & Kendall, 2004). Through the interactional process of 
mirroring internal states/arousal, de Zulueta (2006) proposes that nurturing 
caregivers teach affect regulation. Such a caregiver is rarely available in cases of 
chronic abuse. Consequently abused children often appear to move quickly from 
states of high arousal to numbness or detachment. Dysregulation can result in 
difficulties in attention and an inability to focus (van der Kolk, 2001) which impacts on 
ability to learn and so can limit potential.
Abused children develop poor self-image resulting from reflected appraisals. The 
roots of identity lie in reflected appraisals (Stein & Kendall, 2004); we develop a view 
of ourselves based on how others treat us. A child who grows up with adults who 
abuse and threaten is likely to build a picture of themself as weak and ineffectual. 
Associated shame can leave a child feeling that they deserved the abuse; that they 
are inherently bad (Herman, 1997).
Abused children often have difficulties in relating to others, presenting with 
disorganised attachment patterns (Carlson, 1998; van der Kolk, 2001). Having grown 
up with parents who abused them, their template for future relationships is chaotic 
and unsafe (Stein & Kendall, 2004); a crucial consideration for therapeutic work. 
These children often display an intense conflict between desiring and fearing intimacy 
(Stein & Kendall, 2004). Furthermore their experiences of vulnerability and having to 
depend upon abusive others often results in a need to be in control. Importantly, 
research indicates that children are unlikely to ‘grow out’ of these difficulties. Indeed, 
difficulties with interpersonal relationships appear to be the biggest obstacle to 
fulfilling potential (van der Kolk, 2001) and, in my clinical experience, present a great 
barrier to building a strong therapeutic alliance.
CHALLENGES OF DIAGNOSIS AND ASSESSMENT
The dominant model within western practice is a medical model of diagnosis and 
treatment (Douglas, 2010). Diagnoses are categories defined by sets of observable 
symptoms and determine eligibility for evidence-based treatments. Diagnostic 
categorisation has been crucial in driving forward research. Furthermore, clients 
often request diagnoses; a reassurance that they are not alone, that there is
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something ‘wrong’ which can be understood and ‘dealt with’. However, underlying 
the concept of diagnosis are assumptions that there is a ‘correct’ way of experiencing 
the world. Deviations from this represent ‘abnormality’ lying within the individual 
(Milton, Craven & Coyle, 2010). This is incongruent with the Counselling psychology 
ethos focussing on phenomenology and strengths (Mrdjenovich & Moore, 2004). I 
believe that there are commonalities between individuals with similar experiences 
and behaviours however not all diagnostic categories yet capture the phenomenon 
they set out to. I support the use of stigma-free diagnoses with the caveat that they 
are an imperfect tool.
The 4^  ^revision of the Diagnostic and Statistical Manual (DSM) may not fully capture 
the effects of trauma on children. Many abused children experience trauma 
symptoms, however, only a third reach diagnostic criteria for Post-Traumatic Stress 
Disorder (PTSD) (van der Kolk, 2001); an adult-focussed diagnosis. This suggests 
that children’s responses to trauma could be qualitatively different to those of adults 
and as such require a diagnostic category which reflects this. Criteria for separation 
anxiety, oppositional defiant disorder and phobic disorders, are more commonly met 
than PTSD (van der Kolk, 2001). Richardson et al (2008) found that 46% of 
chronically abused children, displaying clinically significant symptoms did not meet 
the diagnostic criteria for any DSM-IV diagnosis, indicating that there is no DSM-IV 
diagnosis which adequately captures this presentation.
Given these diagnostic limitations, ‘Developmental Trauma Disorder’ (DTD) (van der 
Kolk, 2005) was proposed for DSM-5. The criteria for DTD included: exposure to 
multiple traumatic episodes over a period of at least a year, starting in 
childhood/adolescence with the child exhibiting at least one posttraumatic symptom in 
two of the PTSD symptom clusters for at least six months. Additionally the child 
would exhibit dysregulation of affective and physiological states, attention and 
behaviour, self and relationships. Finally there would be functional impairment in two 
of the following domains; educational, familial, peer group, legal, health and/or 
vocational. Schmid, Peterman and Fegert (2013) note that DTD focusses on 
symptoms displayed by children, unlike the PTSD criteria which focus on more 
typically ‘adult’ symptoms. From clinical experience these criteria seem to better 
capture the wide-ranging impact of trauma on many areas of a child’s life. However, 
the diagnosis was not included in DSM-5 as it was viewed as overlapping too greatly 
with other, narrower diagnostic categories such as attachment disorder and
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borderline personality disorder (Schmid, Peterman & Fegert, 2013). It remains 
debatable whether it is most helpful to have fewer diagnostic categories which are 
holistic in their description (e.g. DTD) or a greater number of narrower categories 
(e.g. attachment disorder). In this case, I would advocate for the former to ensure 
that a child did not receive multiple diagnoses which could result in greater stigma 
and numerous uncoordinated treatment approaches.
In addition to diagnostic difficulties, assessment of abused children is challenging. 
Available assessment tools predominantly require verbal/written responses (Cohen et 
al., 2000). This precludes young children and those with limited language skills. 
National Institute for Health and Care Excellence (NICE) (2005) supported examples 
of these include; Children’s Impact of Event Scale (Yule, 1997), Child Post Traumatic 
Stress Reaction Index (Pynoos, 2002), and Child PTSD Symptom Scale (Foa et al.,
2001). Some measures elicit responses from parents/carers only which partially 
address this although the child’s voice is completely absent; Trauma Symptom 
Checklist for Young Children (Briere et al., 2001) and PTSD Symptoms in Preschool- 
Age Children (Levendosky et al., 2002). A newer area of investigation has been the 
use of structured interviews. This provides a helpful move away from purely written 
scales which exclude those who cannot read and write; Clinician Administered PTSD 
Scale for Children (Nader et al., 1994) and the PTSD module within the Anxiety and 
Depression Interview Schedule for Children (Silverman & Albano, 1996). An exciting 
advance is increasing emphasis on play techniques to facilitate a child’s 
communication without such reliance upon verbal descriptions (Almquist & Brandell- 
Forsberg, 1997). I think that the NMT approach, which I will present, provides a 
viable solution to these diagnostic and assessment challenges.
EFFICACY OF CURRENT INTERVENTIONS
NICE guidelines are heavily linked to diagnoses. As such I will focus on interventions 
for PTSD in children. These are typically adult-designed interventions, adapted for 
children. NICE guidelines (2005) state that children should be offered trauma- 
focussed cognitive behavioural therapy (CBT), ‘appropriately adapted’ to their 
circumstances and developmental stage. It is unclear what this entails. Stallard 
(2005) helpfully presents possible adaptations including therapeutic storytelling, 
games and emotive imagery. It is important to note that CBT interventions require 
verbal ability, motivation for change and insight. In my clinical experience, this is not
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always the case. In particular, children are typically brought to therapy by 
parents/carers and as such may themselves hold little motivation. In spite of this 
there is growing evidence that does support the use of CBT for PTSD in children 
(Cohen & Mannarino, 2008; Pine & Cohen, 2002). However, the variation between 
studies leaves it unclear what the key therapeutic elements are (Dyregrov & Yule, 
2006).
NICE (2005) guidelines acknowledge the potential efficacy of other interventions yet 
offer no guidance as to how to select an intervention. There is tentative evidence to 
support the use of Eye Movement Desensitisation and Reprocessing (EMDR) 
(Chemtob, Nakashima & Carlson, 2002), massage (Diego et al., 2002) and narrative 
exposure therapy (Schauer et al., 2004). Beyond these studies, few have addressed 
PTSD in children. NICE (2005) states that there is no evidence to support play- 
therapy or art-therapy. This is surprising as these therapies are routinely used in 
clinical practice, indicating clinical support for them if not empirical evidence. Having 
worked utilising psychodynamic play therapy with traumatised children myself, I have 
seen how beneficial it can be in reducing symptoms and supporting interpersonal 
relationships. However until this is evidenced, it will not be supported by NICE. I 
propose that such evidence could be developed when these interventions are seen 
within the context of neurodevelopment.
IMPACT OF TRAUMA ON THE DEVELOPING BRAIN
To appreciate the impact of trauma it is crucial to understand brain development and 
its interaction with the environment. Four key principles of brain development which 
inform clinical practice will be addressed in turn: sequential development, use- 
dependent responses, rapid early development and the evolutionarily adapted brain.
The sequential nature of brain development can limit the efficacy of insight-based 
therapies. The brain develops sequentially; from lower regions to higher cortical 
areas (Perry, 2006; Perry & Hambrick, 2008). Cues relating to potential threat are 
received by lower areas, the brainstem. If the brainstem is repeatedly overstimulated 
by such threat it becomes poorly organised. Since the development of higher brain 
regions is predicated upon the brainstem, a poorly organised brainstem results in 
disorganised and poorly regulated higher brain regions. Insight-based therapeutic 
interventions, for example CBT, require higher, cortical regions. If these regions are
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poorly developed, the intervention is likely to be of limited success. In order for 
insight-based interventions to be most helpful, cortical brain regions need to be 
supported. This is achieved by first addressing any deficits in the lower brain regions.
Neural systems are designed to be “use-dependent” and respond to the environment 
over time (Perry, 2006). For example, a child repeatedly under threat develops 
overly sensitised responses to fear. A neglected child misses opportunities for 
developing areas related to language or interpersonal relationships. For therapeutic 
interventions to be of benefit they need to focus on under-stimulated areas and be 
repetitive. Once-weekly therapy is not enough to counteract years of threat or 
neglect (Perry, 2006). Indeed in my clinical experience, I have often felt as though 
the ‘good’ work done in one session was ‘undone’ over the intervening week.
The majority of brain development occurs in the first three years of life resulting in the 
disproportionate impact of very early experiences (Perry, 2006; Perry & Hambrick, 
2008; Stein & Kendall, 2004). It is essential that abused children are identified as 
early as possible and that interventions are proactive. Delay in working with an 
abused child is likely to increase the difficulty of the work and reduce the likelihood of 
improvement. This is of particular concern as many services do not start working 
individually with children until they have reached diagnostic criteria and/or until they 
are 3 years old, although some organisations offer filial therapy for younger children.
The evolutionary history of our brains indicates the importance of interactions. The 
human brain evolved adaptively for our environment, but vast changes in technology 
and society have outstripped our brains (Perry, 2006). They were designed for a 
world in which children had numerous opportunities to interact with a range of adults. 
The modern child, in a child-care setting, likely experiences a ratio of one adult to four 
children (Perry, 2006) and may spend significant time interacting with technology.
This distances children from crucial relational experiences on which their brains 
depend. As such whilst time-limited therapeutic interventions may be important, the 
provision of positive interactions throughout a child’s day may be of even greater 
value.
This understanding of typical brain development and the impact of trauma has 
highlighted the importance of five key areas. Firstly the value of a sequential 
approach to therapeutic interventions that replicates typical brain development.
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Secondly the necessity of repetition. Thirdly the significance of focussing on brain 
regions which have not been stimulated. Fourthly the value of early interventions and 
finally the centrality of human interactions.
TAKING A NEUROBIOLOGICAL APPROACH TO PSYCHOLOGICAL 
INTERVENTION
I believe that The Neurosequential Model of Therapeutics (NMT) positively addresses 
these features of brain development and difficulties with assessment and diagnosis.
It grew out of a limitation of the traditional medical model; recognising the 
neurobiological impact of trauma on the developing brain (Perry & Hambrick, 2008). 
The result is a ‘developmentally sensitive’ approach to clinical work, not a single 
technique/intervention. It does not preclude current interventions, but instead 
provides a framework for selecting them.
At the core of NMT is the principle of linking therapeutic interventions to 
developmental stage in a sequential manner (Perry & Hambrick, 2008). As per 
typical brain development, this starts with interventions that address undeveloped 
lower brain regions before moving on to higher brain regions. A ‘Functional Brain 
Map’ (Perry & Hambrick, 2008) is developed through thorough assessment (using 
verbal and non-verbal tools) as well as information gained from carers. It requires 
information relating to developmental history, including details of the nature and 
timing of traumatic experiences, and assessment of neurological functioning. The 
map guides selection of interventions which address specific deficits and utilise 
individual’s strengths. This map provides a viable alternative to a new diagnostic 
category as it is an individualised description of strengths and deficits and provides a 
clear indication of potentially helpful interventions; the function of a diagnosis.
Many abused children experience trauma from birth which can affect the brainstem; 
associated with difficulties in self-regulation, arousal and attention (Perry & Hambrick, 
2008). Emerging interventions addressing brainstem regulation involve repetitive 
sensory experiences such as drumming, dancing and patterned massage (Perry, 
2006; Perry & Hambrick, 2008), which replicate typical early experiences with 
nurturing caregivers. Evidence suggests that rhythmic interventions of 80 beats-per- 
minute are most effective as this is approximately the maternal heart rate and the 
rhythm that caregivers instinctively provide when rocking (Perry, 2006). The tentative
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efficacy of EMDR (Chemtob, Nakashima & Carlson, 2002) and massage (Diego et 
al., 2002) may result from their ability to provide repetitive, rhythmic stimulation of the 
brainstem. However, interventions such as massage are difficult to access in 
traditional mental health settings. Greater understanding of brain development could 
improve research evidence thereby facilitating access. Following improvement in 
self-regulation, interventions which address relational difficulties, associated with 
limbic brain regions are indicated. These include traditional play or art therapies 
(Perry & Hambrick, 2008). Finally cortical brain regions can be supported through 
insight-based therapies, including CBT and psychodynamic therapies (Perry & 
Hambrick, 2008). In essence this approach supports currently available 
interventions, but in a specific order.
The ideal environment of consistent and predictable nurturing experiences enables 
children to achieve their potential (Perry & Hambrick, 2008). As such the NMT 
approach is not limited to the therapy room, but advocates for all influential people in 
a child’s life to interact therapeutically with the child; promoting repetition of positive 
interactions (Perry & Hambrick, 2008, pg. 43). This fits well within the Counselling 
Psychology ethos of seeing an individual as part their experiential and relational 
environment. Furthermore it calls on clinicians to share knowledge and expertise; 
multi-disciplinary working and family involvement being central. This is challenging in 
a system in which there can be segregation between disciplines, all trying to ensure 
their own continued funding.
NMT is appealing in its scientific rationale, however it indicates a potentially costly 
series of interventions in contrast to current NICE (2006) guidance of 8-12 week 
therapies. Adopting the NMT approach requires a long-term view, accounting for the 
societal and economic impact of abused children growing up without adequate 
intervention; a view not easily embraced within the current climate. Furthermore this 
approach indicates extensive involvement with mental health services which could 
serve to stigmatise the child, further impacting negatively upon self-image. NMT is 
under researched, although early indications support its approach (Barfield et al., 
2012). Studies are ongoing with various groups, particularly adopted and fostered 
children, with the hope of developing the model and gaining support from NICE.
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CONCLUSION
Much is already known about the clinical presentation of chronic abuse in children. 
However, diagnostic categories and assessment tools remain limited. I have argued 
that current interventions, whilst efficacious, are limited by their lack of recognition of 
brain development. A neurosequential framework for assessing, ‘diagnosing’ and 
selecting existing interventions could enhance the efficacy of current approaches. It 
provides a theoretically-driven framework for making the best use of current 
therapeutic models and as such is a promising approach. Counselling psychologists 
- as members of multi-disciplinary teams, working with a variety of agencies - are in a 
strong position to bring together neurobiological and psychological knowledge to 
promote the NMT approach.
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IN THE AGE OF TECHNOLOGY IS THE THERAPEUTIC RELATIONSHIP STILL 
RELEVANT TO COGNITIVE-BEHAVIOURAL THERAPY?
Cognitive-behavioural therapy (CBT) grew out of the need to incorporate cognitive 
principles with behavioural therapies (Beck, 1995). Behavioural therapy did not 
stress the importance of a therapeutic relationship (Safran & Segal, 1990). Much of 
the therapeutic focus was on conditioning principles and therapists were seen as 
‘programmers’ who modified maladaptive behaviours (Safran & Segal, 1990). Whilst 
CBT itself initially minimised the importance of a therapeutic relationship, it has 
increasingly been seen as a central part of successful therapy (Messer & Wampold,
2002). In psychotherapy “the mind of one person seeks to impact on the mind of the 
other in an interactive dance” (Gilbert & Leahy, 2007, pg. 8). Surprisingly, it is in this 
context that CBT interventions, available online or via computer, requiring no 
therapist input, are being developed. I will explore current understandings of the 
therapeutic relationship in CBT, the growth of internet and computer-based 
interventions and suggest the effective integration of the two.
THE THERAPEUTIC RELATIONSHIP IN CBT
The therapeutic relationship is now viewed as crucial for successful CBT (Gottlieb, 
Younggren & Murch, 2009). Bord in (1979) proposes three components; the bond 
between client and therapist, their agreement of the tasks of the therapy and their 
shared agreement on successful therapeutic outcomes. Empirical evidence has 
supported the importance of this bond and highlighted the necessity of therapist 
qualities including understanding, interest and respect as perceived by clients 
(Lambert & Bergin, 1994; Safran & Segal, 1990). Indeed Rogers’ (1957) core 
conditions are very much part of the cognitive-behavioural therapist’s way of being 
(MacLaren, 2008). However, whilst they are recognised as necessary to good 
therapeutic outcomes they are not seen as sufficient (Safran & Segal, 1990).
CBT stresses the importance of transparency (Curren, Houghton & Grant, 2004) and 
collaboration (Grant & Townend, 2004) within the therapeutic relationship. CBT can 
be clearly communicated at a lay level, so that clients do not feel that something 
mysterious is being ‘done to’ them (MacLaren, 2008). Furthermore, there is little 
power imbalance between client and therapist. Instead the therapist encourages a 
collaborative relationship (MacLaren, 2008). The emphasis on the therapist
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frequently asking for client feedback (Beck, 1995) is an example of this. Indeed “the 
patient’s role in the treatment relationship seems to be one of a highly influential 
contributor rather than a passive recipient” (Wright & Davis, 1994, pg. 27). There is 
an explicit agreement that the therapist brings therapeutic expertise in CBT and that 
the client brings expertise in them self. Gilbert and Leahy (2007) propose that the 
skilled cognitive-behavioural therapist invites and supports the client in narrating and 
exploring their story, uses verbal and non-verbal communications which help the 
client to feel safe and provides explanations as to how the process of therapy may 
unfold.
CBT is sometimes viewed as a series of techniques which can be delivered by 
relatively inexperienced therapists, however Wright and Davis (1994) emphasise the 
importance of viewing therapeutic techniques and the therapeutic relationship as part 
of one process. The therapist’s use of self is an increasingly important component of 
a successful therapeutic relationship (McLaren, 2001), implying that this role is far 
from the simplistic concept of therapist as ‘programmer’. At one level, the therapist 
can be viewed as a role model for their client; demonstrating techniques and ‘thinking 
out loud’ to model cognitive skills and strategies (Safran & Segal, 1990). It is 
unhelpful for the therapist to present themselves as ‘perfect’, instead as ‘human’ with 
typical flaws (Safran & Sefal, 1990). Self-disclosure is a key part of this and is used 
as a tool to strengthen the relationship, normalise the client’s experiences and 
provide them with feedback as to their impact on others within the safety of the 
therapeutic relationship (MacLaren, 2001).
The therapist is not expected to present as a blank canvas to their clients, instead 
humour and interjection of the therapist’s personality are encouraged when 
appropriate (MacLaren, 2008), with the hope of strengthening the important 
therapeutic bond. More recently there has been a call for CBT therapists to be aware 
of and deal with transference and counter-transference in the therapeutic relationship 
(Yelland & Midence, 2007). As Gilbert and Leahy (2007) highlight mindfulness is a 
key skill of cognitive-behavioural therapists, enabling them to, in a non-judgemental 
way, notice their own internal processes at the time and reflect upon these without 
necessarily acting upon them. This is within the context of prior exploration of the 
therapists own beliefs about themselves, the world and others (Beck, 1995). 
Therapist’s self-reflection is crucial in ensuring that they understand and can manage 
their own thoughts, feelings and behaviours within the therapeutic relationship
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(Padesky, 1996). Therapists are encouraged to be honest with clients if they 
experience negative reactions and to use any anxiety that they experience as a sign 
that something needs to be addressed within the therapeutic relationship (Ellis,
2001).
As a strongly evidence-based approach CBT has tried to discover which elements of 
the therapy, the relationship being one, contribute to good therapeutic outcomes.
The medical model proposes that therapeutic effects are the result of ‘ingredients’ 
specific to a theoretical model (Messer & Wampold, 2002, pg. 22). Many studies 
have explored what these ‘ingredients’ might be. Much research has focussed on 
therapists’ adherence to a manual for ‘delivering’ therapy. However, evidence 
indicates that the use of manuals does not lead to more successful outcomes 
(Messer & Wampold, 2002) indeed a ‘slavish’ adherence to a manual has been 
shown to have a detrimental effect (Henry et al., 1993). As such greater emphasis is 
now being placed upon the idea of ‘common factors’ which may affect the therapy 
outcome; therapeutic alliance, therapist allegiance to the therapeutic model and 
therapist effects (Messer & Wampold, 2002), similar to Bordin’s (1979) original 
components. Each of these factors has been shown to account for a greater 
proportion of the variation in outcome than specific therapy ‘ingredients’ (Messer & 
Wampold, 2002) and adds weight to the supposition that the therapeutic relationship 
is a key vehicle for positive change in the client. Furthermore there are strong 
indications that therapy outcome is determined by the quality of client participation in 
therapy, central to CBT, and that the therapeutic relationship is a key mediating factor 
in this (Orlinsky, Grawe & Parks, 1994). “Interpersonal interaction is the context in 
which techniques gain meaning and effectiveness” (Wright & Davis, 1994, pg. 27). 
Given this evidence base it is interesting to consider the rationale and efficacy of 
interventions involving no therapeutic relationship.
COMPUTER-BASED CBT
Internet and computer-based therapies grew out of a need to address barriers to 
psychotherapy. Issues of stigma are often cited as reasons for individuals avoiding 
psychological services (Corrigan & Rusch, 2002). The current economic climate and 
organisational challenges within the National Health Service have necessitated 
transformations in the delivery of psychological services, with fewer psychologists 
being employed and greater demands put on their time. Services such as Improving
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Access to Psychological Therapies (IAPT) have enabled more people to access 
appropriate support (Clark et al., 2009), but have also been affected by funding cuts 
and competition between services to provide financially- and time-efficient 
interventions. Indeed there is ongoing public concern over the long waiting time for 
access to psychological services (e.g. the ‘We Need to Talk’ coalition). Internet and 
computer-based therapies provide a means of accessing services without others 
finding out, thereby avoiding stigmatising responses, and without putting additional 
pressure on already under resourced services. They are also available whenever the 
client wants them; an important factor given evidence that clients appear to value 
therapeutic input at times when services are often closed. For example, 66% of 
posts on an online eating disorders forum were made between 6pm and 7am, a time 
when ‘traditional’ services could be unavailable (Winzelberg, 1997).
The CBT model is fairly ‘easy’ to translate into computerised-programmes because of 
the emphasis on psychoeducation and taught techniques. It may herald a return to 
the early Behaviourist view of therapists as ‘programmers’. As Tate and Zabinsky 
(2004) note, this is surprising as the CBT model is built upon the transparency of the 
therapeutic relationship and collaboration between client and therapist. The 
computer as therapist might, perhaps, bear a greater resemblance to a traditional 
psychoanalyst sitting behind the couch, their body language and facial expressions 
hidden from view (Skarderud, 2003).
It is crucial to distinguish between technology as an extension to or support for 
traditional face-to-face CBT and technology which replaces this. In the former case 
emails can be meaningfully used to enable communication between face-to-face 
sessions and Skype can facilitate access to therapy for people whose geographical 
location and/or physical/psychological difficulties precludes it (Reger & Gahm, 2009). 
Virtual reality programmes have even been shown to be beneficial in gradual 
exposure to anxiety-provoking situations (Tate & Zabinski, 2004). The latter utilises 
technology to deliver a whole standardised ‘therapy package’ (Reger & Gahm, 2009). 
This paper will focus on the latter. A variety of such programmes are available, 
ranging from purely psychoeducational packages to programmes which provide 
structure and respond to client feedback; altering future psychoeducation and 
homework assignments (Carter et al., 2005; Tate & Zabinski, 2004). MoodGym 
(www.moodgym.anu.edu.au) is an internet-based CBT programme for depression. It 
involves five modules that are made available weekly and are interactive in nature.
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No therapist input is required. It is important to note that internet-based CBT courses 
do not replace the input of a therapist in terms of managing risk.
EFFICACY OF COMPUTER-BASED CBT
Studies investigating the efficacy of internet and computer-based CBT are limited in 
number and scope. Extant findings are typically grouped around diagnostic 
categories, based upon the medical model of mental health. The medical model 
assumes that human distress can be categorised into diagnoses, based upon 
particular groups of symptoms (Milton, Craven & Coyle, 2010). It assumes that a 
concept of ‘normal’ exists which is used to guide diagnostic categories (Milton,
Craven & Coyle, 2010). ‘Treatment’ is then based upon diagnoses and the available 
evidence-base (Roth & Fonagy, 2005). Such a reductionist stance does not take into 
account human complexity. Indeed whilst evidence-based therapies are best- 
practice, it is rare that clinicians are able to simply ‘assess’ an individual and ‘apply’ 
the relevant ‘treatment’ protocol. It is more common that assessment, the depth of 
which is likely linked to the therapeutic alliance, allows a clinician to draw upon 
evidence-based protocols to offer their client bespoke therapy. Internet-based CBT 
does not afford clients this opportunity as programmes will have been designed to 
support the ‘typical’ client within a diagnostic category. Furthermore clients would be 
required to ‘self-diagnose’. It is therefore not always clear whether a particular 
internet-based CBT package is actually addressing a recognised diagnosis or a 
subclinical population (Andersson & Cuijpers, 2008). Diagnostic categories may not 
be the best way to view human distress, however as the evidence-base for these 
interventions is grouped by diagnosis, this paper will evaluate it in these terms.
Whilst difficulties abound, initial findings regarding the efficacy of internet and 
computer-based CBT are encouraging (Taylor & Luce, 2003). A meta-analysis of 
such programmes developed for adults with anxiety indicates that these programmes 
have better outcomes than waiting list groups or placebo assignments (Regar & 
Gahm, 2009). A further meta-analysis looked at computerised CBT for people 
diagnosed with major depression and/or a number of anxiety disorders and found 
them to be significantly more beneficial than waiting list control groups (Andrews et 
al., 2010). Indeed there were also indications that for major depression and panic 
disorder computerised CBT was as beneficial as face-to-face CBT (Andrews et al., 
2010), a finding tentatively supported by Reger and Gahm (2009). It is difficult to
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interpret these findings as many of the studies indicate that computerised CBT was 
linked with ‘therapist support’ which has been shown to significantly affect effect size 
(de Graaf et al., 2009; Spek et al., 2007). Quite what this entails varies from study to 
study and raises questions around whether the evidenced benefits were linked solely 
to the intervention or whether the ‘therapist support’ was crucial.
A key issue highlighted by these outcome studies is the high drop-out rate for such 
programmes. Not only is this of concern clinically, but it results in great difficulty in 
evaluating the programmes (Tate & Zabinski, 2004). Waller and Gilbody (2009) 
indicate that ‘personal circumstances’ were the most commonly reported reason for 
dropping out of a computerised CBT programme rather than difficulties related to the 
technology. Interestingly a result of this was that significant staff time was required to 
support these clients, perhaps counteracting one of the key motivators for trying 
computerised CBT. It may be that the therapeutic relationship in traditional face-to- 
face CBT moderates therapy drop-out rates, possibly through increasing motivation, 
providing a more bespoke therapy, increasing understanding of the therapeutic 
rationale for techniques and/or providing opportunities for feedback and modification 
of therapy. It seems that the harder one tries to avoid the necessity of a therapeutic 
relationship, the greater the pull to provide a relational element to any therapeutic 
intervention.
It is particularly interesting to be focussing upon whether there needs to be a 
therapeutic relationship in the context of increasing empirical evidence to support a 
link between reduced social ties and poor mental health (Cohen, Underwood & 
Gottlieb, 2000; Kawachi & Berkman, 2001). One must note the complexity in 
establishing a causal relationship in this case. However, there are indications that 
social ties promote psychological well-being (Kawachi & Berkman, 2001). Cohen and 
Wills’ (1985) main effects model posits that social groups are crucial in encouraging 
psychological well-being through such factors as promoting a sense of purpose, 
belonging and through increasing an individual’s sense of self-worth. It seems 
somewhat ironic given the benefits of social relationships in promoting psychological 
well-being and the efficacy of a strong therapeutic alliance in therapy outcomes, that 
there is a move towards isolating individuals from services and encouraging 
interactions with technology instead.
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INTEGRATING TECHNOLOGY AND THE THERAPEUTIC RELATIONSHIP
How can the assertion that the therapeutic relationship is the vehicle for successful 
outcomes be integrated with tentative evidence supporting CBT interventions where 
no therapeutic relationship is present? One might argue that computerised CBT for 
which no therapist is present is only successful for those clients whose difficulties 
might be described as milder. The proposed intervention would not be worthless but 
might in fact act as a 'preventative' intervention, reducing the likelihood of greater 
distress in the future (certainly an admirable outcome). However, I think it likely that 
the ‘therapist support’ included in many of these computer-based CBT programmes 
holds the key to their success.
As Andersson and Cuijpers (2008) propose, internet or computer-based CBT does 
not necessarily need to stand as separate from therapist-guided CBT. Some internet 
or computer-based CBT programmes are designed to include therapist ‘support’. For 
example ‘Beating the Blues’ is a computer-based CBT programme for depression 
(Kaltenthaler, Parry, Beverley & Ferriter, 2008). It involves an introductory video 
followed by 8 one-hour interactive sessions which include homework setting and 
progress reports. These sessions are crucially completed weekly within a healthcare 
setting. The estimated time required from a clinician is 80 minutes (Proudfoot et al., 
2004). Programmes such as this, where some ‘support’ is involved, have been 
shown to be more effective than programmes which are completely absent of 
therapist input and furthermore to be as effective as treatment as usual (Andersson & 
Cuijpers, 2009). The support involved may not be hugely time-consuming, for 
example, some studies indicate that ‘support’ may simply involve a phone call to the 
client to check that they are completing the exercises (Andersson & Cuijpers, 2009).
A phone call such as this would allow for the establishment of the components set out 
by Bordin (1979) and the common factors described by Messer and Wampold (2002). 
Furthermore email-CBT has interesting applications and evidence indicates that the 
responsiveness of a therapist makes a positive contribution to the impact of therapy 
(Richards & Timulak, 2012). However, other important elements of the therapeutic 
relationship - including the therapist’s use of self - would likely remain largely absent.
There are also options around ‘steps’ of online intervention which include more active 
therapist input. Some internet and computer-based programmes have been 
designed specifically to be an adjunct to ‘traditional’ CBT (Tate & Zabinski, 2004).
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For example, a computer programme which delivered CBT in addition to four 
sessions of face-to-face CBT for panic disorder was shown to be as effective as the 
traditional 12 sessions of CBT typically offered (Newman, Kenardy, Herman & Taylor, 
1997). Interestingly one explanation for this result has been that the computer 
programme acts as an extension of the therapeutic relationship between sessions 
(Tate & Zabinski, 2004), somewhat akin to a ‘transitional object’ (Winnicott, 1971). It 
might be that for clients who have difficulty in building and maintaining relationships, 
such a tangible and supportive reminder of the therapeutic relationship would be 
beneficial.
In the spirit of valuing use of self as a therapist and researcher, it is also worth 
considering the personal effect on cognitive-behavioural therapists of this tentative 
support for internet and computer-based CBT interventions. It would be a painful 
realisation for any therapist to discover that they were so easily replaceable by a 
computer. I wonder whether this potential aversion to computerised CBT might 
account for the difficulty in thoroughly researching programmes, the small evidence 
base and the varying degrees of ‘therapist support’ involved in each programme. Any 
dual role of therapist and researcher must surely provide a conflict of interest in 
researching a programme which may build a case for employing fewer and fewer 
qualified CBT therapists in the future.
As CBT gives increasing weight to the importance of the therapeutic relationship, 
programmes which involve little or no therapist input are being developed. Whilst 
there are indications that these programmes are of some benefit it seems difficult to 
move away entirely from some form of therapeutic relationship. Indeed the high 
drop-out rate and the difficulty in managing risk through internet and computer-based 
CBT are good indications that these programmes are best used as, at most, an 
adjunct to traditional face-to-face CBT. Evidence certainly does not support a 
complete return to therapists as ‘programmers’.
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The Therapeutic Practice Dossier contains a summary of the three clinical 
placements that I have undertaken during my training.
Each placement description contains details of the context of the placement, the 
theoretical orientation and the placement activities that I engaged in. I have also 
detailed the supervision that I received and the particular client groups that I worked 
with. As part of my development in each placement I wrote a number of combined 
Client Study and Process Reports which contain illustrations of my work with 
particular clients and my personal and professional development as a Counselling 
Psychologist in practice. These are included in the Appendix and Attachment to the 
Portfolio rather than in the main body of the Portfolio to protect the confidentiality of 
my clients.
The Soundtrack to my Training
The final section of the Therapeutic Dossier is my Final Clinical Paper. This paper is 
a reflection on my personal and professional development over the course of this 
training and how it has shaped me as a Counselling Psychologist, with particular 
focus on my clinical work.
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DESCRIPTION OF CLINICAL PLACEMENTS
FIRST YEAR PLACEMENT: Humanistic Counseiiing in a Higher and Further 
Education Coilege 
September 2011 -  August 2012
This placement was in the free counselling service of a higher and further education 
college. The service comprised of trainees (predominantly Counsellors) and one paid 
Counsellor. The service ran autonomously within the college and was deliberately 
separate to ensure the confidentiality of the service. However, as and when 
necessary, there were strong links with the college’s Mental Health Facilitator and 
Student Mentors.
The service was available to any student enrolled on a college course, but was 
predominantly accessed by 16-25 year olds. The college had an ethnically diverse 
student body. Students could self-refer, although referrals sometimes came from 
staff with the consent of the student. Students were allocated to the first available 
Counsellor and were offered 8 sessions of therapy. If there was significant need, 
students could be offered additional sessions. This was decided through supervision, 
taking into account the student’s level of risk, engagement with the service and the 
waiting list at that time.
I adopted a person-centred approach to therapy, based on the core conditions 
identified by Rogers (1957): empathy, congruence and unconditional positive regard 
with the aim of enabling clients to work towards “constructive personality change" 
(Rogers, 1957, pg.240). However, my supervision was integrative and, at times, my 
supervisor and I found it helpful to use psychodynamic theories to inform my client 
work. Supervision initially felt very supportive and enabled me to build confidence.
As I became more self-assured, my supervisor took a more challenging stance, which 
helped me to develop my own therapeutic instincts whilst linking these explicitly to 
theory and research.
Although the service was relatively isolated within the college, I was able to work with 
Student Mentors and the Mental Health Facilitator, liaising about safeguarding issues 
and attending training. This enabled me to further understand the multi-disciplinary
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set-up of the college, allowing students to access the best support for their needs. 
Furthermore it provided me with alternative perspectives on how the counselling 
service sat within the college context and the advantages and disadvantages of its 
isolation. In order to ensure that the work of the counselling service was more 
prominent within the college, I gave a number of psycho-educational presentations to 
students and their tutors about eating disorders and the counselling service.
In addition to clinical work, I undertook a thorough evaluation of the counselling 
service by designing and analysing client feedback forms. Furthermore I collated, 
analysed and reported on demographic and outcome data as part of ensuring 
continuing funding for the service and the ongoing support of the college. To ensure 
that the service was run reliably and transparently, I was heavily involved in updating 
key service policy documents.
This placement was an opportunity to develop various skills. I developed my ability to 
work independently, having previously only worked as part of a large multi­
disciplinary team. It required me to explore the limits of what I could and could not do 
to support students as well as the boundaries of my responsibilities. A particular 
learning point was the ability to manage risk; determining when a student was at 
significant risk and how to respond within the organisational context. The counselling 
service was spread over three separate working sites and so I typically worked alone. 
This ensured that I developed my ability to make independent decisions and to judge 
when it was necessary to consult; an area that I explored in depth during supervision. 
Finally, I was able to get to know the wider context of the counselling service; the 
funding arrangements and how it was positioned within the college. This was very 
helpful in further understanding organisational dynamics and the different contexts in 
which Counselling Psychologists can work. It gave me great insight into the kinds of 
contexts that I would like to work in.
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SECOND YEAR PLACEMENT: Psychodynamic Play Therapy at a Domestic 
Violence Charity 
September 2012 -  August 2013
This placement was in the children’s therapy division of a domestic violence charity 
which also offered therapy to adult victims, perpetrators and adolescents. However, 
each division ran autonomously from the others. The children’s therapy division was 
staffed by a qualified Psychologist and a number of Counselling Psychology trainees. 
It was recognised that the outcomes of witnessing domestic violence can be as 
serious as those of having directly experienced domestic violence; anxiety, post- 
traumatic stress disorder (Kilpatrick, Litt & Williams, 1997), low self-esteem, school 
difficulties and aggressive behaviour (Goddard & Bedi, 2010).
Children were typically referred to the service by support workers based in women’s 
refuges and other charitable organisations. An initial assessment was carried out . 
with the child’s parent to get a full understanding of the child’s developmental history 
and experiences and to ensure that the child was, at that time, in a safe environment. 
Children were not offered therapeutic intervention unless they were in a stable and 
safe setting. Children were offered 5 months of weekly psychodynamic play therapy.
McCarthy (2012) defined the four key skills of a play therapist as: witnessing, 
containing, provoking and envisioning. I took a non-directive, child-led approach 
(Axline, 1974). I focussed on building therapeutic relationships. In doing so I drew 
upon attachment theory and the mother-child relationship. I utilised Bion’s concept of 
reverie, acting as a mirror that reflects the internal states of the child whilst returning 
projections to the child in a more digestible form (Waddell, 1998). In this way I aimed 
to act as a container for my client’s projections for as long as this was needed in the 
hope that gradually the child would develop these skills in themselves (Waddell, 
1998). Whilst I aspired to be a therapist who could interpret each child’s 
communications, I was aware that, like the ‘good-enough Mother’ (Winnicott, 1956), I 
was only human and as such I would need to tolerate making mistakes, letting 
children down and not knowing. As McCarthy (2012) reflects, the crucial skill is to 
know that the play has meaning even if we cannot know what that meaning is. This 
approach was supported through supervision with an integrative Child 
Psychotherapist. Supervision was carried out jointly with another Counselling
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Psychology trainee and we were regularly encouraged to use play therapy 
techniques in supervision itself to promote insight into the experiences and world­
views of our clients.
I spent one day each week working from the main charity offices and a second day 
based in a children’s centre which was attached to a large primary school. In both 
contexts I worked predominantly with children, however as and when necessary I met 
directly with parents and teachers to offer psycho-education and, within the 
boundaries of my confidentiality agreement with clients, to update them on the child’s 
progress. The engagement of parents and teachers in the therapeutic progress was, 
in my view, essential in enabling the child to feel safe with me as a therapist and to 
support the child’s development in all areas of their life, ensuring that progress made 
during therapy could be maintained.
Through this placement I had the opportunity to observe the running of a charity, 
helping me to understand the full process of setting up such an organisation from 
securing funding and accepting referrals to the clinical work itself. This provided me 
with a contrasting context from my first year placement and another example of the 
organisations in which Counselling Psychologists work. I was able to, as part of this 
placement, keep my child safeguarding training up to date and develop my skills in 
using the Strengths and Difficulties Questionnaire (Goodman, 1997).
Whilst at this placement the charity underwent a number of organisational changes, 
enabling me to be involved with considering service development and the strengths 
and weaknesses of the organisation as well as how these could be addressed. 
However, this was very unsettling and challenging as it required me to alter the way 
in which I was working, although it became the biggest learning opportunity of the 
placement as it taught me the importance of flexibility in how one works and required 
me to take increasing responsibility for managing my client load.
Working with children and families is one area of Counselling Psychology that I feel 
very excited about and this placement confirmed my desire to work with young 
people upon qualifying. Through this placement I grew in confidence in working with 
children and within the psychodynamic frame. I felt increasingly able to maintain the 
boundaries of the frame whilst being flexible in meeting the specific needs of each 
client. A safe, non-judgemental supervision space was central to this process.
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THIRD YEAR PLACEMENT: Cognitive Behavioural Therapy in Improving 
Access to Psychological Therapies (lAPT) 
September 2013 -  August 2014
This placement was in an Improving Access to Psychological Therapies (IAPT) 
service within a National Health Service (NHS) trust. This service was one of the first 
lAPT services, developed to provide access to short-term, evidence-based therapy 
for anxiety and depression (Department of Health, 2007). Initial outcomes were 
promising and I APT is now being rolled across the UK (Clark, 2012). lAPT uses a 
‘stepped-care’ approach. I was working at step 3 (high intensity).
I received self-referrals and referrals from General Practitioners (GPs) and conducted 
my own assessments. I was able to offer clients approximately 8-12 sessions, as 
appropriate, of Cognitive Behavioural Therapy (CBT) focussed on specific client- 
determined goals.
I offered evidence-based psychological therapy, informed by National Institute for 
Health and Care Excellence (NICE) guidelines, typically a CBT-approach. As such, I 
subscribed to three fundamental cognitive-behavioural propositions: behaviour is 
affected by cognitions, these cognitions can be monitored and modified and through 
this cognitive change, behaviour may be changed (Dobson & Dozois, 2010). In 
addition to these principles I held the therapeutic relationship and ‘use of self as 
highly important. I utilised Safran and Segal’s (1990) principles for integrating this 
within CBT and endeavoured to develop the competencies laid out by Roth and 
Pilling (2008). All my client interactions were built upon Rogers’ (1957) core 
conditions. Supervision was initially strictly CBT, however as I built my confidence in 
the model and how to apply it to client work, my supervisor took a more integrative 
position and we worked more flexibly within the model.
This placement gave me the opportunity to use, both therapeutically and as a 
monitoring tool, a number of standardised measures which clients completed weekly. 
These measures were included in the lAPT minimum dataset: the Patient Health 
Questionnaire (PHQ-9) (Spitzer et al., 1999), the Generalised Anxiety Disorder scale 
(GAD-7) (Spitzer et al., 2006) and the Work and Social Adjustment Scale (W&SAS)
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(Mundt et al., 2002). The lAPT Employment Questionnaire and the lAPT Phobia 
scale (Glover et al., 2010) are also included.
I was keen to take on this placement as a way of ensuring that I had developed a 
wide range of skills and experiences over the course of this training with particular 
emphasis on a range of therapeutic contexts and client groups. This placement was 
my first in an NHS context and so was an opportunity for me to begin to understand 
the complexities of the organisation and the ways in which different services work 
together and communicate with one another. I am a strong supporter of the NHS and 
so this was a crucial understanding for me to develop. By working within an lAPT 
setting, I was also afforded the chance to see the ways in which Counselling 
Psychologists can support clients to make links within their community, ensuring that 
whilst we offer clients evidenced therapies, they are also seen holistically and 
resources within their community are fully utilised. Ensuring that clients are 
supported after the end of therapy and in a multitude of community-level ways is 
central to my view of the role of Counselling Psychologists.
This placement also enabled me to develop my skills in working with adults, a client 
group that I had only worked with in the context of supporting parents. This was a big 
challenge for me and highlighted insecurities that I had about what I could possibly 
offer to clients who were many years older than I was. However, I found that in most 
cases this concern was mine alone and was not held by my clients. Furthermore I 
discovered that many of the skills that I had developed when working with children 
(flexibility, creativity, use of humour) were directly transferable to working with adults.
The greatest challenge of this placement for me was the isolation of the working 
environment. I was within a large, busy lAPT service where I spent much of my 
working day alone in my office seeing only clients. I found this hectic, fast-paced 
environment exciting, however I noticed the negative impact that the lack of 
interaction with colleagues had on me. I found that I felt less engaged with client 
work when I did not have colleagues to discuss this with and share experiences with. 
Whilst I found ways to manage this over the course of the year to ensure that I was 
working in the best way possible for my clients, it confirmed for me that upon 
qualifying I would like to work within a multi-disciplinary team.
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THE SOUNDTRACK TO MY TRAINING
“How did we get to be here? What was the moment?”
(Sondheim, 1981 -  from ‘Merrily We Roll Along’)
Sondheim, one of the world’s greatest writers of musical theatre, asks his audience 
this question in ‘Merrily We Roll Along’. The audience is confronted at the opening of 
the show with the end of the story; the three main characters after life’s ups and 
downs. With each scene the clock turns back until we are shown our three heroes 
aged 18, full of hope and optimism for the life ahead of them. As amateur 
psychologists the audience formulates: how did these people arrive in this situation at 
this time (Dallos et al., 2006)? How do I apply this question to myself as a 
Counselling Psychologist?
Self-reflection and self-knowledge are cornerstones to this profession (British 
Psychological Society [BPS], 2013) and so it is important that I do apply this question 
to myself. Without these we risk missing blind spots and potentially causing harm; 
iatrogenesis being an emerging topic (Boisvert & Faust, 2002). Indeed the ‘wounded 
healer’ theory suggests that my desire to train was no coincidence (Maeder, 1989).
So I turn to musical theatre. It is a much maligned art-form; branded as lacking 
substance, two-dimensional, but for me always insightful. Whether a melody 
captures my mood, a lyric challenges me or a character proves aspirational, I always 
find what I need. I believe that the arts are a necessary form of communication and 
one often absent from talking therapies, although when working with children there is 
greater acceptance of alternative communication. As Hall, Kaduson and Schaffer 
(2002, pg.515) note for children “Toys are their words and play is their conversation". 
And so, I have punctuated my paper with the musical theatre lyrics (the ‘toys’) that 
have formed the soundtrack to my training and facilitated my understanding. As 
Charlie in ‘Merrily We Roll Along’ explains “Musicals are popular. They’re a great 
way to state important ideas. Ideas that could make a difference" (Sondheim, 1981 ). 
These are the ideas that have made a difference to me and defined the ‘moments’ 
which have led me ‘here’.
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“There are some in this world who have strength of their own, never broken or in 
need of repair. But there are some born to shine who can’t do it alone, so protect
them and take special care.”
(Shaiman & Wittman, 2013 -  from fictional musical ‘Bombshell’)
How do I position myself in relation to clients? This lyric from the fictional musical 
Bombshell helped me to articulate my initial position and to recognise shifts during 
training. I started training believing that I had ‘strength of my own’. I felt solid, secure 
and independent; attending therapy not because I had a ‘problem’, but because it 
was a course requirement.
From this starting-point, I viewed clients as ‘others’ who life had treated unfairly, who 
needed ‘special care’ from therapists. Whilst a benign, non-judgemental view, it set 
up an inequality; me as expert, ‘doing to’ and clients as ‘in need’. I did not recognise 
this at the time. I thought I was fully espousing the Counselling Psychology ethos of 
therapist alongside client. What impact did this have on my therapeutic work? 
Primarily this positioning removed me from the work. When I presented clients in 
supervision, I focussed on their history and what they said and did. My role in the 
therapy did not feature. With encouragement from my first supervisor, I recognised 
that my responses and my use of self were vital ingredients of therapy. During that 
first placement, I worked with adolescents and young adults; a group already likely to 
feel belittled, whose views are frequently discounted. My initial stance towards 
clients may have compounded this. Indeed I often made decisions on behalf of my 
clients rather than supporting them to make choices, for example regarding length of 
therapy. In doing so, I may have left clients feeling that they did not have ‘strength of 
their own’ and this may have contributed to some clients dropping out of therapy.
My stance shifted most notably during my final year working in primary care with 
adults. I noticed something of myself in every client; a personality trait, particular 
difficulty or shared experience. This recognition left me pondering an unsettling 
question. What difference is there between me and my clients?
I have come to see that there may be very little difference at all; we all struggle, at 
different times, in different ways, but with similar questions. Maybe the difference lies 
in the way in which we experience those struggles. I worked with a young female
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client^, approximately my age, who had a diagnosis of Obsessive Compulsive 
Disorder (GOD). She described the thoughts she had, the rituals she undertook and 
the distress it caused her. I recognised myself clearly and the compulsions that I 
engage in. We seemed to both lie very much on the same continuum; the difference 
being in the strength of the intrusive thoughts and the level of distress caused.
Indeed a fundamental tenet of Salkovski’s (Salkovskis, Richards & Forrester, 1995) 
model of GOD is that intrusive thoughts are ‘normal’, it is their appraisal that can 
result in GOD.
This is the challenge of diagnosis. Diagnostic categories are based upon an 
assumption of normality against which ‘abnormality’ can be measured (Milton, Craven 
& Coyle, 2010). Gnce a diagnosis has been made by an ‘expert’, an individual is 
branded as needing ‘special care’. However, many clients want to know what is 
‘wrong’ with them; that someone knows what ‘special care’ to suggest. Counselling 
Psychologists do not endorse the system of diagnoses and the discipline was 
developed in opposition to this medical model of diagnosis and treatment 
(Strawbridge & Woolfe, 2009). What was my opinion? I felt inherently that the idea 
of diagnoses made sense. Surely people with similar ‘symptoms’ (symptoms which 
are at the extreme ends of the ‘normal’ continuum) can be grouped together such that 
research can be conducted and suitable therapeutic interventions developed.
I now take a critical realist (Ponterotto, 2005) stance believing there are viable 
diagnostic categories; however we are not yet able to well define these and some of 
the current categories are flawed such that they may be actively unhelpful to retain 
for example that of Schizophrenia (see Wong, 2014). However, I remain concerned 
about their use. Used pejoratively diagnoses strip a person of their ‘strength’, 
stigmatise and reduce an individual to sets of symptoms. I support the use of stigma- 
free diagnoses which inform, but do not limit, practice and research and provide 
clients with one way of understanding their distress. Such diagnoses can be retained 
for as long as they are of use to the client.
To return to Bombshell’s lyrics, I now see the notion of two ‘types’ of people as overly 
simplistic. We all need ‘special care’, but this does not preclude us from having 
‘strength of our own’. Indeed I have met countless clients with extraordinary strength 
and resilience. If psychologists subscribe to Bombshell’s notion mindlessly we enter
' All client material has been anonymised.
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dangerous territory. For this reason I think it essential that Counselling Psychology 
trainees engage in personal therapy; currently a BPS requirement (2013). By 
allowing myself to experience personal therapy, I was able to accept some ‘special 
care’ and discovered that it did not mean that I was a failure or weak.
These experiences have brought me ‘here’. I now approach each client as an 
individual who may, or may not, fit in to a diagnostic category, which they may, or 
may not, want to know about. I have some expertise with particular client groups and 
experience of living; struggling, succeeding, tripping and getting up. I do not believe 
that I can ever completely eradicate a power imbalance from the work, but I hope that 
I can minimise it so that the ‘special care’ that a client receives from me is not a 
‘doing to’, but instead is a reinvigoration of their own ‘strength’.
“There’s only us. There’s only this. Forget regret or life is yours to miss. No other 
road. No other way. No day but today. ”
(Larson, 1996-fro m  'Rent')
I am a cautious person and this approach has served me well. However, I am 
beginning to recognise that sometimes, just sometimes, a little risk-taking is in order. 
Johnathan Larson wrote his musical ‘Rent’ in 1996 about a community of young 
adults in New York’s Bohemian East Village, many of whom were living with HIV. 
They sang about living for today. The message was made more potent by Jonathan 
Larson’s unexpected death on the morning of the show’s first preview.
I have endeavoured to take on some of Jonathan Larson’s message, most notably in 
my personal therapy. Therapy was an element of the training that I was interested in, 
but terrified about. What would be revealed about me? What were my blind-spots?
It has taken all my courage to continue to attend therapy, to bring topics that I think 
will be of value rather than bringing superficial material simply to fill the hour 
(although I have done the latter on many occasions). Similarly I have tried to make 
the most of the personal and professional development groups. On the occasions 
when I took risks, unpleasant as the immediate consequences were (anxiety, 
isolation, exposure), I always found something beneficial grew out of what felt like 
wreckage. The insight gained has helped with my client work. During my second 
year placement, the organisation that I was working within was undergoing a number 
of fundamental changes. I felt profoundly unsettled, struggling to stop my anxiety and
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frustration from tainting client work. Through therapy I was able to find space to air 
frustration and recognise the ways in which I might be acting out. In doing so, I was 
better able to protect the therapy space for my clients.
Therapy has been invaluable in giving me the experience of being a client; the 
vulnerability, exposure and enlightenment. Do my clients also attend therapy with 
dread and anxiety or do they feel hopeful and optimistic about what might develop? 
My own risk-taking ‘moments’ in therapy have brought me ‘here’ to a position where I 
have increasing respect for my clients who take Jonathan Larson’s approach to 
therapy, who present themselves as open books. I also have sympathy for those 
who do not and am conscious of a need to tread carefully, to respect their defences 
as necessary for now, and to recognise their need for safety before anything else.
“Take a look at the invisible girl. Here she is clear as the day. Please look closely
and find her before she fades away. ’’
(Kitt & Yorkey, 2009 -  from ‘Next To Normal’)
I see empowerment as central to the Counselling Psychologist’s role; giving voice to 
others. This is done in a number of ways; therapy, advocacy and research. The 
latter two I have been engaging with through my own research interest in stigma. 
However, to achieve any of these roles, it has been important for me to find my own 
voice. At times, I have felt somewhat like the ‘invisible girl’. I haven’t always been 
sure what my views were or how to articulate them. Could I express strong opinions? 
Could I critique ‘experts’?
I initially tried to ‘hide’ behind what I had been told. This was particularly present 
when encountering Cognitive Behavioural Therapy (CBT). The idea of protocols 
appealed to me; suggesting a ‘right’ approach, I could simply follow the ‘experts” 
advice and all would thereafter be ‘well’. I liked the idea that the approach was 
thoroughly evidence-based; surely that meant it must work. By following (hiding 
within) a protocol, I could be the ‘invisible girl’, I would not need to rely on my own 
views and intuition. If anything went ‘wrong’ it could be blamed on the protocol. It did 
not take long to realise that this was a naïve understanding of CBT. Whilst it can be 
protocol-driven, in reality it is highly nuanced. Simply sitting with a client and 
completing a worksheet is not going to alter years of distress. Instead the ‘invisible 
girl’ had to firstly select the most appropriate approach for each client. Thereafter she
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had to find a way to tailor the evidenced approach to that client. For example, is this 
a client for whom the idea of homework and behavioural experiments will unhelpfully 
collude with an already compliant nature? Did I have the courage to suggest that an 
evidenced approach might not be helpful for the client in front of me? For example, I 
worked with an older male client who presented with anxiety and panic attacks.
Whilst his ‘symptoms’ fit well within a CBT formulation of anxiety, I was very aware 
that his reticence about attending sessions and fear of addressing his difficulties were 
a large barrier to therapy. As such I chose to work very much within the therapeutic 
relationship; focussing upon what enabled him to attend therapy and those times 
when he was unable to. In doing so we were able to build a good-enough therapeutic 
relationship, at which point I began to introduce CBT techniques. I believe that this 
flexibility within the CBT model was most helpful for the client.
By allowing myself to remain the ‘invisible girl’, I have unconsciously protected myself 
against insecurity and rejection. If I never raise my head above the parapet then I 
can never be held responsible for the consequences. Over the course of this training 
as I have tried to build up my confidence and to develop my own style and approach,
I have had to face up to set-backs. I particularly struggle when clients drop out of 
therapy. I worked with a client with whom I felt I had a good rapport, we worked 
collaboratively and had gained insight into her difficulties. However, when I proposed 
some behavioural experiments she stopped coming to therapy and I never heard 
from her again. I felt devastated and ashamed. Had I let her down? However, I am 
increasingly conscious that this is part of the work. I will not always be the ‘best’ 
therapist for each client. It may not be the ‘best’ moment for them. The therapeutic 
relationship is formed in a specific context at a particular time, by two individuals who 
bring their own pasts and expectations. With so much complexity, it is hardly 
surprising that therapy does not always end in the ideal fashion. Without 
disregarding my own role in how therapy progresses or ‘blaming’ clients for ruptures, 
as I become more confident and robust in my clinical work, I am increasingly able to 
tolerate these ruptures without retreating back to being ‘invisible’.
I came to this training having worked exclusively with adolescents in an inpatient 
setting. The service was not a secure ward, but in spite of this as staff members we 
had a certain ability to protect and support clients that is not afforded to outpatient 
work. If a child left a session with me distressed, I could ensure that other staff 
members were aware and kept an eye on him/her. Working in outpatient services if a
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client leaves my room in a state of distress, I must tolerate the uncertainty of not 
knowing how he/she is, for a whole week. The ‘invisible girl’ within me felt impotent. 
What if...? Working with adults I have felt even more helpless. Recently I was 
working with an adult female who expressed a desire to end her life just prior to my 
holiday break. She had no specific plan, but a history of suicide attempts and could 
not think of any reasons to be alive. I decided that this level of risk, in combination 
with my holiday break, warranted a referral to the crisis intervention team. The client 
refused. I offered the client a safety plan which included various services that she 
could access in an emergency. She refused. In consultation with various 
supervisors in my service and her GP, we agreed that there was nothing more that I 
could do. I felt impotent, useless, ‘invisible’. This impotence is a feeling with which I 
continue to struggle.
The ‘here’ that I have come to is one of an emerging practitioner. Whilst I often 
desire the security of being the ‘invisible’ girl, I am increasingly able to stand up for 
my opinions and tolerate my impotence despite wobbles along the way.
“Where do I go? Follow my heartbeat Where do I go? Follow my hand. Where will 
they lead me? And will I ever discover why I live and die?
(Rado, Ragni & Macdermot, 1967-fro m  ‘Hair’)
After three years of trying various theoretical models; hiding behind other people’s 
theories I wonder who this ‘invisible girl’ will turn out to be. As Rado, Ragni and 
Macdermot (1967) imply, it is up to me where I go.
The basics of all therapies are, I believe, Rogers’ (1957) person-centred principles; 
empathy, congruence and unconditional positive regard. Initially it felt to me that 
Rogers was reinventing the wheel. Surely these principles were obvious and 
/^sufficient for personality change. They felt insubstantial in comparison to CBT 
protocols; as though following your ‘heartbeat’, or rather, the ‘heartbeat’ of the client. 
However during my second year placement, I was given a master class in the value 
of this. My role as a psychodynamic play therapist was to stick as closely to the child 
as I could; following physically and emotionally, never deviating. Even when I 
wondered about the material that the child presented, I was told to stay with the 
child’s metaphor and not to impose my own interpretation. It was through this 
following of the child’s ‘heartbeat’ that the child could experience the safe, non-
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judgemental, environment which Axline (1974) advocates for and which is necessary 
for the child to work through their difficulties. I got to see the value of this first-hand.
In spite of my excitement about the possibilities of sticking purely with ‘heartbeat’, I 
felt that something was missing. I wanted the security of a ‘hand’; rules and 
evidence. I felt that the evidence-base for these person-centre principles was 
lacking. There seemed such a dichotomy between this and the huge number of 
randomised-controlled trials advocating for CBT. However, I felt that the 
psychodynamic model offered me a more central position. Whilst the evidence base 
for play therapy is not as large as for CBT it is extant (Phillips, 1985; Porter, 
Hernandez-Reif & Jessee, 2009). This gave me the confidence to embark on 
exploring it. Furthermore I found the ‘hand’, the rules, of this approach reassuringly 
rigid. The room should be set up in the same way each session, I should not reveal 
personal information about myself and I should comment upon what the child was 
doing rather than asking questions.
This second year taught me an important lesson about the integration of ‘heartbeat’, 
instinct, with the ‘hand’ of rules and evidence. I was working with a young girl and my 
colleague was working with her identical twin sister (two individuals arguably as alike 
as two people can be). We were both working within the same theoretical model, 
psychodynamic play therapy, but took very different approaches within its 
boundaries, our instincts were different, and the resulting therapies took vastly 
different courses; one focussing on metaphor the other resembling more traditional 
‘talking therapy’. In spite of this, the work we both did seemed successful. By 
following the combined ‘heartbeats’ of therapist and client we were each able to find 
an approach that suited the client and provided them with the most helpful 
environment for them; a very individualised approach.
Through these experiences I have arrived ‘here’ at a need for both the ‘heartbeat’ -  
an individualised person-centred approach, following the client -  and the ‘hand’ -  an 
evidenced, boundaried approach. One without the other does not work. Indeed it is 
this conclusion that leads me towards espousing a pluralistic approach to therapy. I 
have been trained in working from a number of different theoretical models and as 
such am in a strong position to meet each client as an individual. I assess the 
evidence-base which relates to their particular needs, follow the ‘rules’ inherent to 
that model, but do not lose sight of my instincts and those of my clients.
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“Somebody, need me too much. Somebody, know me too well. Somebody, pull me 
up short and put me through Hell and give me support for being alive. Make me
alive. ”
(Sondheim, 1971 -  from ‘Company’)
Counselling Psychology is built upon the foundations of relationships (BPS, 2006); 
the relationship as fundamental for change within the individual (Goldfried & Davila, 
2005). So much of the learning that I have done over the past three years of training 
has focussed on relationships; my experience of them, the value of them and the 
responsibility inherent in them. In ‘Company’ by Sondheim, Bobby is a devoted 
bachelor. His friends extol the benefits of long-term relationships. But Bobby 
recognises their complexities; they can simultaneously put you through ‘Hell’ and 
‘make you alive’. Like Bobby, I see costs and benefits to meaningful relationships; 
ones in which all parts of the self and other are known and accepted, where there is 
mutual dependence. As a child who moved around a lot and attended numerous 
schools, I am adept at building friendships quickly, but struggle to maintain them. 
Knowing that I would soon be moving on to a new school I saw superficial friendships 
as safer. Whilst I now have many meaningful relationships, I still have a tendency to 
revert to quick, superficial relationships. How then do I build relationships with 
clients?
Unsurprisingly I have found it relatively easy to build a good rapport with clients. It is 
the ‘deeper’ therapeutic relationship that I find most challenging; that vehicle for 
change. Sometimes this experience of using the self, of really being open to building 
meaningful relationships with clients has felt like being ‘put through Hell’. A client 
from my first year, a young girl, with whom I had much in common, was going through 
a bereavement. Opening myself up to, what felt like re-experiencing bereavement 
myself, in order to work with her felt like ‘Hell’. I wanted to pull back, to avoid the 
strength of her feeling. It was only through supervision that I was able find a middle 
ground, so that I was open and using my self without exposing myself to ‘Hell’.
I have found the ability of a therapeutic relationship to make one ‘feel alive’ most 
exciting. The experience of really feeling another person’s joy and pain, their 
struggles and their triumphs, I find hugely enlivening. Indeed it was this element of 
the psychodynamic model that most appealed to me; the use of self in working in the
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transference and countertransference (as described by Segal, 2004) and the 
understanding of projections and projective identification (as described by Waddell, 
1998). When I feel lost with a client or confused, I always turn to how I feel, what my 
experience is, as a way of trying to understand my client’s experience. I draw on 
understanding gained during my second placement of the early mother-child 
relationship, greatly valuing the contributions of Winnicott (see Jacobs, 1995), Bion 
(see Waddell, 1998) and, of course, Bowlby (1969), to guide my responses. My love 
of working with children, I think, stems from the experience of being ‘made alive’ by 
these relationships, focussed much more intensely on non-verbal forms of 
communication than work with adults.
However as Bobby notes, sometimes relationships can feel all consuming; being 
‘needed too much’. Indeed this was epitomised for me when a client told me, that her 
GP and I were the only people in her world. Whilst certainly enlivening and 
complimentary, the weight of responsibility on my shoulders felt crushing. It 
highlighted the very fine line that we tread between providing a relationship in which 
clients can feel safe enough to explore themselves without fostering unhelpful 
dependence. With this in mind, I am interested in modern technology use and its 
power to isolate by reducing face-to-face interactions with others. Incidences of 
mental health problems cannot be divorced from these facets of modern society and 
various areas of research support this link (Cohen, Underwood & Gottlieb, 2000; 
Kawachi & Berkman, 2001). If one subscribes to Bobby’s world-view, which I do, 
then relationships are essential for ‘making us alive’; not merely existing. These 
relational experiences have led me ‘here’ to a belief that the therapeutic relationship 
is essential for meaningful change and that we as Counselling Psychologists have a 
responsibility to support our clients to build relationships in all areas of their lives.
“It’s our time, breathe it in. Worlds to change and worlds to win. Our turn, we’re 
what’s new. Me and you, pal, me and you.”
(Sondheim, 1981b-from  ‘Merrily We Roll Along’)
Thinking about the power of relationships and the necessity of Counselling 
Psychologists to think beyond individual therapy, I consider the social justice agenda 
that the field of Counselling Psychology espouses (Goodman et al., 2004). The field 
was developed and defined by individuals who struggled against the dominant 
medical model of mental illness. An alternative narrative for mental health was
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necessary and whatever one’s view on what that narrative should be, this diversity is 
crucial. I have felt inspired by seeing psychologists stand up and comment on issues 
wider than individual therapy in an accessible way, for example Susie Orbach’s 
(1978) ‘Fat Is A Feminist Issue’. And so as my cohort ends our training, I can’t help 
but think of us as ‘what’s new’. Our Counselling Psychology forebears have set the 
scene, built the foundations and imparted their wisdom. Now it is ‘our time’ to find 
those ‘worlds to change and worlds to win’.
So I wonder what the worlds are that I want to ‘change’? Principally stigma and 
mental health is an area around which I feel passionately. It has been central to my 
research and to me on this training. I am ever curious about how my friends and 
peers, not from the world of psychology, will respond when I casually drop into 
conversation that I have personal therapy. Will I find myself, as has happened, 
quickly explaining that “No, no, I only have therapy because it’s a course 
requirement”? Or will I be bombarded with questions, “What do you talk to him 
about? How much does it cost? ”? ‘Confessing’ to having therapy has become an 
agenda for me; speaking openly about it whenever I have the opportunity. I believe 
that it is through dialogue such as this that we pave the way to greater acceptance of 
therapy as a valuable not shameful endeavour. Through my research I have visited 
sixth forms and met students, giving talks about eating disorders and psychology 
careers. I think that Counselling Psychologists have a responsibility to engage in 
conversations such as these, particularly with young people as they build their view of 
the world. Finally, in keeping with my love of musical theatre, I think that the arts are 
a valuable medium for communicating such messages. Musicals such as ‘Next To 
Normal’, which takes a balanced and sensitive look at the effects of mental illness on 
family life, are a helpful way of opening up discussions.
The more complicated ‘world’ for me has been that of Counselling Psychology itself.
I entered the profession with an idea of what it would mean to be a Counselling 
Psychologist, but with naivete around what that entailed politically. At times I have 
felt that I was being forced into espousing the Counselling Psychology political 
agenda without really understanding the wider context (or indeed what exactly 
Counselling Psychology was, although I am far from alone in that, Moller, 2011) and, 
most importantly, without knowing what I really felt. Issues surrounding diagnosis 
were the best example of this. I have always considered myself to be a ‘scientist’, 
someone who likes things to be orderly, predictable and categorical; a diagnostician
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perhaps. I have wondered whether this means that I cannot be a Counselling 
Psychologist. However, I am coming to see that Counselling Psychology was not 
developed simply to indoctrinate people against the medical model, instead it was 
developed to provide an alternative; to train psychologists to critique, to question and 
to challenge. I am still working out precisely where I stand, an ongoing process, but I 
have arrived ‘here’ at a point where I can critique, question and challenge.
“I ’ve heard it said that people come in to our lives for a reason, bringing something 
we must learn. And we are led to those who help us most to grow if we let them.
And we help them in return. ”
(Schwarz, 2003 -  from ‘Wicked’)
And so to return to Sondheim’s original question; how did I get to be here? I am 
certain that there was not just one moment. Indeed I am coming to wonder whether 
these influential moments have not in fact been moments per se, but have been 
relationships. Experiences with others who have nudged and influenced me to 
arriving ‘here’; where I am alongside clients, increasingly visible, able to acknowledge 
both my ‘heartbeat’ and ‘hand’, where I embrace relationships fully and where I live 
for today whilst keeping in sight those worlds that I want to change.
I think that there is something that we can learn from everyone that we encounter and 
something that we can give to those around us. I believe in the reciprocal nature of 
relationships particularly with clients. I am not an expert who ‘does to’ my clients. I 
am someone who hopes to have something to offer each client and who will 
undoubtedly learn from them. As my therapist often says, ‘you get the client you 
need’. Crucially as Stephen Schwarz alludes, we have to allow others to influence 
us. We have to be open to learning and developing and changing. I think more than 
anything else, this is the kind of Counselling Psychologist that I hope to be.
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INTRODUCTION TO THE RESEARCH DOSSIER
This Research Dossier presents a literature review and two pieces of empirical 
research; the first qualitative and the second quantitative. Each piece was written 
according to the guidelines of an appropriate journal (see appendices). However, for 
consistency one style was selected for all three pieces presented in this dossier.
This dossier opens with a critical literature review exploring the nature of the sibling 
relationship in the context of eating disorders. The literature review uses Thematic 
Synthesis (Thomas & Harden, 2008) to draw together key themes from all the 
published literature to provide a thorough review of the topic. Following this literature 
review, the first study uses Thematic Analysis (Braun & Clarke, 2006) to explore 
siblings’ experiences and understanding of eating disorders (EDs) with the aim of 
ensuring that siblings are no longer the ‘forgotten victims’ (Vandereycken & Van 
Vreckem, 1992) of EDs. Both the literature review and the first empirical study 
highlighted the absence of research and attention on stigma experienced by siblings. 
The second, quantitative, study addresses teenagers’ attributions of adolescent 
siblings of someone with an ED diagnosis.
RESEARCH APPROACH
Each piece of research included in this Research Dossier takes a critical realist or 
postpositivist stance such that it is believed that there is a true reality, however our 
ability to measure and know it is as yet imperfect (Ponterotto, 2005). In line with this 
a modified dualism/objectivism is adopted. The researcher is seen to have some 
influence on research participants and on the process of the research. Furthermore it 
is acknowledge that the researcher will not be entirely objective about the work. As 
such in each piece of research assumptions are stated and reflected upon, although 
the impact of these on the research are managed through use of, for example, semi­
structured interview schedules and questionnaires. The three methodologies 
selected for these research projects (Thematic Synthesis, Thematic Analysis and 
Statistical Analysis) are all consistent with this ontological and epistemological 
stance.
As Ponterotto (2005) notes these ontological and epistemological choices are 
reflected in the language used in presenting these pieces of research; exhibiting a
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level of detachment from the research. However, reflexivity is a central tenet of 
Counselling Psychology and cannot be disregarded. As a result, each piece of 
research includes a section entitled ‘Personal Learning’ presented at the end of each 
report.
COUNSELILNG PSYCHOLOGY AND EATING DISORDERS
Counselling Psychology and the study of EDs may at first not appear compatible, the 
former being concerned with phenomenology and the individual and the latter 
traditionally located within a medicalised discourse as a result of many of the physical 
complications which can result. However, Counselling Psychology grew out of a 
focus on relationships as a vehicle for facilitating therapy as well as need to promote 
well-being (Strawbridge & Woolfe, 2010). With this in mind Counselling Psychology 
has much to add to the understanding of siblings in the context of EDs. Firstly, it 
emphasises the relationship, not simply that of therapist and client, but the whole 
context in which the individual resides; family, society and environment. It 
acknowledges the impact that these contexts have on the individual and furthermore 
the reciprocal nature of the relationship, in this case the way in which a diagnosis of 
mental illness might affect family members. Secondly, Counselling Psychology seeks 
to promote well-being. It is with this in mind that this research has been undertaken, 
not seeking to pathologise siblings, but with the intention of exploring their experience 
such that parents and clinicians are in a position to offer appropriate support to 
promote siblings’ well-being. Such an endeavour is in line with the government 
strategy No Health Without Mental Health (Department of Health, 2011).
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SIBLINGS AND EATING DISORDERS: A DYNAMIC RELATIONSHIP
ABSTRACT
This review sought to explore the sibling relationship in the context of eating 
disorders. 55 research papers, literature reviews and book chapters were 
systematically reviewed using thematic synthesis (Thomas & Harden, 2008). The 
extant literature addresses four key areas: the experience of siblings, the needs of 
siblings, the bidirectional sibling relationship and siblings’ involvement in eating 
disorder treatment. Adolescent siblings are represented in the literature as neglected 
by services, struggling with conflicting emotions, under pressure to take on 
responsibility and as an invaluable resource in treatment. Indications are that siblings 
of those with eating disorders have needs similar to those who have siblings with 
disabilities or other mental health problems, therefore interventions designed for 
these groups may be appropriate within the context of eating disorders. Adolescent 
siblings continue to have only a limited voice within the research literature. 
Suggestions for future research are discussed.
Keywords: Eating disorders, anorexia nervosa, bulimia nervosa, sibling, family 
therapy
INTRODUCTION
Siblings^ are the forgotten victims of eating disorders (EDs). Family therapy, which 
includes siblings, is a central intervention for children and adolescents with EDs 
(National Institute for Health and Care Excellence [NICE], 2004). As such it is time to 
give siblings a voice. Given that current policy neither addresses the role of the 
sibling relationship in EDs nor siblings’ needs, a review is opportune.
THE SIBLING SUB-SYSTEM
Siblings are located within families, formed of sub-systems; parental, parent-child, 
sibling (Whiteman, Becerra Bernard & Jensen, 2011). These interact with each other 
bi-directionally, based on complex feedback (Sanders, 2011 ). Sibling sub-systems
 ^Although the terms are less than ideal, for clarity the sibling diagnosed with an ED will be referred to as the ‘SED’ 
and siblings not diagnosed with EDs as ‘siblings’.
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(taking into account the varying definitions of siblings within different cultures 
(Cicirelli, 1994)) are usually the last to form, but are often the longest lasting 
(Sanders, 2011), with siblings caring increasingly for one another as their parents 
age.
Social learning and skill development
Positive sibling relationships are associated with cooperation, greater feelings of self- 
worth and peer competence (Whiteman et al., 2011). Siblings influence one another 
through interaction, social learning, differentiation and membership of the family 
system (Whiteman et al., 2011). Interactions, particularly arguments, provide 
opportunities for learning new skills and behaviours. Such conflict is associated with 
positive skills, including negotiation/compromise and perspective taking (Whiteman et 
al., 2011). Much research relates to young children, although indications are that 
sibling relationships continue to impact into adolescence in the formation of identity 
and building of relationships with peers and romantic partners (Whiteman et al.,
2011). Siblings are powerful models for social learning through providing settings, 
materials and friendship groups (Rodgers, Rowe & Harris, 1992). However, many 
siblings are very different from one another; in their interests and personality. 
Differentiation reduces competition and rivalry and is particularly common between 
siblings of the same gender and similar age (Whiteman et al., 2011 ). Finally, siblings 
affect parental expectations, deplete parental resources and provide a point of 
reference against which parental differential treatment can be measured. These 
mechanisms are likely to exist pre and post ED diagnosis. They may play a role in 
treatment and how EDs are experienced by families.
SIBLING REASEARCH 
Siblings of people with a disability
Research has focussed on how children adjust to having a sibling with a disability. 
Positive outcomes include high levels of empathy, warmth, affection and tolerance 
(Goeke & Ritchey, 2011). However, some siblings do seem more vulnerable to such 
deleterious effects as behavioural problems, anxiety, depression and reduced contact 
with peers (Goeke & Ritchey, 2011 ). Family functioning which adapts to the 
presence of disability and strong marital relationships are mitigating factors (Goeke & 
Ritchey, 2001). Interventions focussed on siblings are lacking, although some
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evidence suggests that support groups improve siblings’ ‘socio-emotional adjustment’ 
(Phillips, 1999).
Methodological Considerations
Much of this research has centered on ‘constellation variables’, such as birth order 
and sibling gender (Sanders, 2011). The literature is additionally hampered by its 
focus on the impact of the disability on the un-diagnosed sibling. This ignores the 
quality of the relationship and its bidirectional nature; a consideration which will be 
valuable in the ED literature. Various tools exist which measure the quality of sibling 
relationships (for a full review see Sanders, 2011 ).
Siblings of People with Mental Health Problems
Siblings have described fear for self and sibling, stigma, loss, their overlooked needs 
and loneliness (Lukens & Thorning, 2011). This group of siblings are more likely to 
have suffered one depressive episode than siblings of someone with a ‘mild 
intellectual disability’, particularly siblings of males with mental health problems who 
report poorer psychological well-being (Taylor, Greenberg & Seltzer, 2008). Siblings 
have reported difficulties around the need to support parents, role conflict and 
increased responsibility (Gerace, Camilleri & Ayres, 1993). Positive growth is 
reported by siblings such as increased empathy, respect and compassion, the 
discovery of previously unknown inner strength and the strengthening of relationships 
(Lukens & Thorning, 2011). Similarly, it is hypothesised that both positive and 
negative outcomes are likely for siblings of people with EDs. As with research 
relating to siblings and disability, the focus has been on the impact of the mental 
health problem on the un-diagnosed sibling.
Currently, two evidence-based interventions are available; peer-led family 
interventions (Pickett-Schenk, Cook & Laris, 2000) and professionally led multiple or 
single family psychoeducation (McFarlane, Dixon, Lukens & Lucksted, 2003). Both 
aim to increase families’ understanding and work in a strengths-based, blame-free 
way. These interventions highlight such factors as cohesion within the family, an 
ability to recognise the positives, sibling reciprocity and available support from peers 
and professionals as contributing to the un-diagnosed siblings’ wellbeing and could 
act as a template for ED interventions.
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EATING DISORDERS 
Diagnosis
Anorexia Nervosa (AN) and Bulimia Nervosa (BN) are the most documented EDs and 
are the focus of this review. AN is characterised by restricted intake which results in 
significantly low body weight and disturbance in perception of body weight and shape 
(American Psychiatric Association [APA], 2013), often accompanied by 
compensatory behaviours (Bryant-Waugh & Lask, 2007). BN is characterised by 
recurring binging episodes, followed by compensatory behaviours. This cycle occurs 
approximately twice per week for three weeks and does not only occur during an 
episode of AN. Self-evaluation is influenced by body weight and shape (APA, 2013). 
Whilst ED diagnoses may enable access to medical and psychological support, they 
may "... isolate and distance the person from seeking help” (Eivors, Button, Warner & 
Turner, 2003, p. 105). Diagnoses should be used with caution, ensuring that each 
family is treated as unique.
AN and BN most commonly occur in women 15-35 years old, although can occur in 
boys and prepubertal children (Bryant-Waugh & Lask, 2007). The physiological and 
psychological consequences are serious. AN has the highest mortality rate of all 
psychological disorders (Sharpe & Freeman, 1993). Physiological complications 
centre on the cardiovascular and renal systems with an increased likelihood of bone 
fractures in the longer term (Sharpe & Freeman, 1993). For those who induce 
vomiting or abuse diuretics, additional complications include increased cardiovascular 
risks and dental and/or oesophageal erosions (Sharpe & Freeman, 1993). EDs 
developed in adolescence have been associated with increased risk of depressive or 
anxiety disorders and increased suicide attempts in early adulthood (Johnson,
Cohen, Kasen & Brook, 2002). Research which specifically addresses this 
developmental period is essential.
Treatment of Eating Disorders
NICE guidelines (2004) recommend thorough assessment of physical, psychological 
and social needs with particular emphasis on early intervention. For AN, they 
suggest cognitive analytic therapy, cognitive behaviour therapy, interpersonal 
psychotherapy, focal dynamic therapy and/or family interventions. For BN, the 
guidelines advocate cognitive behaviour therapy for bulimia nervosa in the first 
instance. NICE (2004) recommends the inclusion of families, including siblings, in
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treatment of adolescents with EDs, although the nature of this inclusion is not stated. 
Educational information, resources and support groups should be provided to 
parents/carers, where possible. There is no mention of support designed for siblings.
Caring for Someone with an Eating Disorder
The role of caring for someone with an ED is attracting increased research interest. 
Whilst carers are usually parents or partners, some siblings do take on the role. 
Parents of young people with EDs hold a position of some power and responsibility 
which siblings in a caring role do not. However an understanding of the experiences 
and coping strategies of carers might give insight into ways of understanding and 
supporting siblings.
Carers describe feeling burdened by the all-consuming nature of the role (Highet et 
al., 2005; Sepulveda et al,. 2012; Treasure et al., 2001 ; Whitney & Eisler, 2005; 
Whitney et al., 2007; Whitney et al., 2005). Common themes reported by carers are: 
feelings of helplessness (Perkins, Winn, Murray, Murphy & Schmidt, 2004; Svensson 
et al., 2013; Whitney & Eisler, 2005; Whitney et al., 2005; Winn, Perkins, Murray, 
Murphy & Schmidt, 2004), social isolation (Dimitropoulos, Carter, Schachter & 
Woodside, 2008; Highet, Thompson & King, 2005; Honey, Clarke, Halse, Kohn & 
Madden, 2006; Kamerling & Smith, 2010; Sepulveda et al,. 2012; Svensson et al., 
2013; Treasure et al., 2001; Whitney et al., 2005; Winn et al., 2004), feeling to blame 
for the ED (Highet et al., 2005; Perkins et al., 2004; Sepulveda et al,. 2012; Svensson 
et al., 2013; Treasure et al., 2001; Whitney, Haigh, Weinman & Treasure, 2007; 
Whitney et al., 2005) stigmatisation (Dimitropoulos et al., 2008; Graap et al., 2008; 
Highet et al., 2005; Treasure, 2010; Treasure et al., 2001; Whitney et al., 2007; 
Whitney et al., 2005; Winn et al., 2004), loss of opportunities for themselves and the 
ED sufferers (Graap et al., 2008; Perkins et al., 2004) and negative emotions such as 
frustration and fear (De la Rie, van Furth, de Konig, Noordenbos & Donker, 2005; 
Highet et al., 2005; Kamerling & Smith, 2010; Perkins et al., 2004; Whitney et al., 
2005). Caring for someone with an ED has been associated with poorer mental and 
physical health (De la Rie et al., 2005; Graap et al., 2008; Highet et al., 2005; Martin 
et al., 2011; Perkins et al., 2004; Treasure, 2010; Treasure et al., 2008; Whitney & 
Eisler, 2005; Whitney, Haigh, Weinman & Treasure, 2007; Whitney et al., 2005) and 
poorer quality of life (De la Rie et al., 2005; Martin et al., 2011 ; Treasure et al., 2008). 
In spite of this, some carers have also identified positive experiences as a result of 
caregiving for someone with an ED (Kamerling & Smith, 2010) including becoming
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doser to the sufferer (Perkins et a!., 2004), improved family functioning (Perkins et 
al., 2004; Treasure et al., 2001) and personal growth (Perkins et al., 2004). This 
experience appears to be influenced by such individual differences as gender 
(Dimitropoulos et al., 2008; Whitney et al., 2005), education (Sepulveda et al., 2012), 
caregiving role (Sepulveda et al,. 2012) and diagnosis (Graap et al., 2008). Finally 
parents have reported concerns over the impact of the ED on siblings and how to 
manage this (Svensson et al., 2013).
Counselling Psychology and the Medical Model
For psychologists, there is a tension with the dominant medical model of ‘treating’ 
EDs. The Diagnostic and Statistical Manual and International Classification of 
Diseases are based on the assumption that “each disorder can be classified as a 
distinct entity, that psychopathology is a ‘thing’ in itself and that a concept of “normal” 
exists (Milton, Craven & Coyle, 2010, p. 62). EDs hold a unique position amongst 
mental health difficulties as the prominent symptom (weight loss) requires medical 
treatment. This can position EDs within a medicalised system. Counselling 
psychology takes a holistic view of mental health difficulties, accounting for individual, 
familial, societal and wider ecological factors. Its pluralistic nature is responsive to 
the needs of each client whilst combining the scientist-practitioner and reflective- 
practitioner models. Herein lies an opportunity for counselling psychologists working 
within EDs.
AIMS
The onset of a severe and persistent mental illness often occurs in late 
adolescence/young adulthood (APA, 2000). This may be when siblings are working 
through their own transition into adulthood. The adolescent explores different 
identities: political views, religious affiliations and aspirations (Adams & Montemayor, 
1983) before “essential aspects of the personality become shaped, and eventually 
organised, into a more coherent and stable sense of self (Waddell, 1998, pg.126). It 
is likely that this process is impacted on by the family context, in this case the 
diagnosis of a mental health problem. Siblings react differently; some withdraw 
where others heavily involve themselves, sometimes with little support (Lukens & 
Thorning, 2011). Sidelining siblings at this crucial stage may have a long-term 
impact.
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It is time to give young siblings a voice alongside parents/carers. This review seeks 
to provide a perspective on the sibling relationship in the context of EDs. It will 
compare and contrast this with the experiences of siblings of people with disabilities 
and/or mental health problems and those who care for someone with an ED.
METHODOLOGY 
SEARCH STRATEGY
An electronic search of seven databases was performed (Psyclnfo, PubMed, 
Psychology & Behavioural Sciences Collection, PsycArticles, PsycBooks, Cochrane 
Library and MEDLINE). All papers and books that had been published up to June 
2014 were included. The search terms were: sibling, brother, sister, eating disorder, 
anorexia nervosa, bulimia nervosa, adolescent, young person, young people, youth, 
child, teenager, experience, practice, implication, consequence, support, involvement 
and treatment. Truncation symbols were used to ensure that all related words were 
included. Each database was searched using all combinations of the search terms 
(except for PubMed and Cochrane Library where only “sibling” + “eating disorder” 
were used as there were very few results). See Appendix 1 for search combinations.
INCLUSION CRITERIA
The searches yielded 242 articles. Articles were excluded if an English-language 
version was unavailable. Further articles were excluded if they were unrelated to 
EDs or their focus was on obesity or the genetic component of EDs. All remaining 
abstracts were read and articles were retained if they appeared to address the 
research question. The reference lists of all these articles were searched as were all 
articles which have cited them using the above criteria. In total 55 papers/articles 
were found and form the analysis of this review.
ANALYITIC STRATEGY
This review sought to analyse the findings of all papers yielded through the above 
search strategy. However, these papers varied in terms of methodology used; 
qualitative, quantitative and mixed methods. In order to provide a comprehensive 
review, it was not deemed helpful to focus upon only those papers using a particular 
methodology. Furthermore it was seen to be limiting to segregate this review by
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separating papers based on their methodological approaches and then using different 
analytic strategies accordingly. As such an analytic strategy was sought which could 
be modified to allow for the wide-ranging aims of this systematic review.
Thomas and Harden (2008) developed Thematic Synthesis as a structured way of 
analysing the findings of qualitative studies; an alternative to the quantitative meta­
analysis. It is acknowledged that in seeking to synthesise the findings of qualitative 
research one could be seen to de-contextualise the findings and, perhaps wrongly, 
assume that one set of findings is comparable with another (Thomas & Harden,
2008). In spite of this significant concern, there is great value in such a synthesis for 
informing policy development and shaping future research. Given that Thematic 
Synthesis was developed from meta-ethnography (see Noblit & Hare, 1988) which 
seeks to identify concepts in one study and recognise these same concepts in other 
studies (‘translating’), it was felt that this approach would be applicable to both 
qualitative and quantitative studies.
The process of Thematic Synthesis described by Thomas and Harden (2008) and 
utilised in this systematic review involved thorough reading of all the included papers 
followed by initial line-by-line coding of the findings of each study. Through the 
process of looking for similarities and differences between these codes, descriptive 
themes were developed across papers. In this study the concept of developing 
analytic themes was captured by developing four key questions which appeared to 
organise the findings. This process was done by hand without the use of computer 
software.
ANALYSIS
Through thematic synthesis, four questions emerged: What is the experience of a 
sibling of someone with an ED? What are the siblings’ needs? What influence do 
siblings have on one another in the context of EDs? To what extent are siblings 
involved in ‘treatment’? Each question will be addressed in turn.
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WHAT IS THE EXPERIENCE OF A SIBILNG OF SOMEONE WITH AN EATING 
DISORDER?
EDs are presented as pervasive, as affecting all areas of life (Areemit, Katzman, 
Pinhas & Kaufman, 2010; Garley & Johnson, 1994); physical, emotional, social and 
educational and impacting negatively on siblings’ quality of life (Barnett & Hunter, 
2011, Latzer, Ben-Ari & Galimidi, 2002; Martin et al., 2011). The experience can be 
seen to fall within four broad categories; the experiences as an individual, within the 
sibling relationship, in the family and within the wider society.
Experiences as an Individual
Eating Disorders
Much research has looked at the genetic component of EDs using twin studies. The 
literature is hampered by methodological problems and data is contradictory 
(Vandereycken & Van Vreckem, 1992b). Research relating to siblings (not twins) is 
rarer (see Vandereycken & Van Vreckem, 1992b). Tentative indications are that 
sisters of people with EDs have a higher risk of developing an ED than control 
groups, although recently Wunderlich, Gerlinghoff and Backmund (2004) succeeded 
in showing that siblings do not show greater eating- or psychological disturbances 
than controls. As a component of ED psychopathology, body image has been an 
area of research. Tsiantas and King (2001) propose a socio-cultural internalisation 
and social comparison model of body image in sisters using a ‘normal’ population. 
Closest-in-age sisters score similarly on measures of body image disturbance, 
suggesting that sisters of females with EDs are likely to have disturbed body image. 
Yet within a clinical population, Benninghoven, Tetsch and Jantschek (2008) claim a 
tendency for young adult brothers of people with EDs to overestimate their own body 
fat compared to male controls, but suggest that young adult sisters of people with 
EDs and female controls both show statistically similar undisturbed body image. 
Latzer et al.’s (2002) qualitative data is consistent with this, demonstrating that 
younger sisters of AN show ambivalence towards thinness and hold a negative 
attitude towards dieting, suggesting that the impact of an ED on siblings’ body image 
may not be negative.
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Mental Health
Wunderlich et al. (2004) note that relatives of those with EDs show higher rates of 
affective disorders, however this is far from conclusive. As Vandereycken and Van 
Vreckem (1992b) show, although increased prevalence of mental health problems 
such as depression and alcoholism has been noted, rates do not always reach 
statistical significance. Barnett and Hunter (2011 ) show that a third of siblings (of 
people involved with child and adolescent mental health services, some of whom had 
EDs), showed internalising and externalising behaviours within a clinical range.
There is a lack of clarity regarding whether onset pre or post-dates the ED making 
conclusions regarding antecedents impossible.
Emotional Response
Siblings identified conflicting emotions as a result of their sibling’s ED. Negative 
feelings (Highet et al., 2005) for example ‘fear, anger and anguish’ were prominent 
(Dimitropoulos, Klopfer, Lazar & Schacter, 2009) as was guilt (Treasure, 2010b). 
Mothers reported observing siblings responding with anger and resentment or trying 
to be supportive and protective (Gilbert, Shaw & Notar, 2000). Siblings appear to 
adopt a variety of coping strategies such as externalising the illness (Dimitropoulos et 
al., 2009), distancing themselves from the SED (Dimitropoulos et al., 2009; Garley & 
Johnson, 1994; Highet et al., 2005; Roberto, 1988) and using external support 
networks: neighbours, counsellors (Garley & Johnson, 1994) and peers 
(Dimitropoulos et al., 2009), sometimes with the benefit of strengthening their own 
friendships (Garley & Johnson, 1994). Siblings acknowledged suppressing their 
emotions to avoid overburdening parents (Garley & Johnson, 1994) and, for some, 
due to worries around how others would interpret their communications; “a sense that 
what was being communicated emotionally was unreal or false” (Dallos & Denford, 
2008, pg.311 ). Some siblings spoke of looking forward to being able to move out of 
home (Garley & Johnson, 1994). Dimitropoulos et al. (2009) demonstrated that for 
some siblings the guilt of disengaging from the family and their perception of 
responsibility lead them to be less able to take care of their own needs particularly 
when parents had specifically elicited support from them.
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Experiences within the Sibling Relationship
Roles and Responsibility
Many siblings report compassion and concern towards the SED (Areemit et al., 
2010), specifically fear of them dying (Garley & Johnson, 1994; Halvorsen, Re & 
Heyerdahl, 2013; Latzer et al., 2002). Areemit et al. (2010) succeed in eliciting 
adolescent siblings’ desire to protect the SED and strong sense of responsibility, 
either that they had caused the ED (predominantly older siblings) or that they could, 
in future, exacerbate it (predominantly younger siblings). Perhaps as a result, 
siblings find themselves caught up in assuming a non-typical role (Latzer et al., 2002; 
Loeb, Hirsch, Greif & Hildebrandt, 2009) such as monitoring mealtimes and activity 
levels (Areemit et al., 2010). Some siblings spoke of ‘mothering’ the SED and 
assuming responsibility for ensuring that the SED avoided hospitalisation (Garley & 
Johnson, 1994). All young adult siblings interviewed by Dimitropoulos et al. (2009) 
spoke of taking on the role of ‘mediator and protector’ in the family. This was 
reinforced by parental denial of the illness, conflict resulting from different responses 
to the ED in the family, parents colluding with the ED, being asked to care for the 
SED and/or concern for and loyalty towards their parents. It is unclear whether the 
same mechanisms play a role in the experiences of adolescent siblings.
Parental Differential Treatment
In Garley and Johnson’s (1994) rigorous study, adolescent siblings talked about the 
ED having imposed and intruded on their family, with the SED holding special status. 
Resulting differential parental treatment led some siblings to experience feelings of 
injustice, frustration, hurtfulness and resentment and a sense that their needs were 
less important. Similar themes were referenced by parents (Highet et al., 2005; 
Hillege, Beale & McMaster, 2006) and professionals (Lock & Fitzpatrick, 2007; 
Treasure, 2010; Treasure, 2010b; Whitney & Eisler, 2005). The psychological or 
social outcomes of this differential treatment are unclear. Work by Jenkins, Dunn, 
O’Connor, Rasbash and Behnke (2005) not specific to EDs, identifies parental 
differential treatment as increasing negative interactions between siblings. It has the 
potential to disrupt the “protective boundary” of sibling relationships in which 
experimentation with relationships occurs and skills like competition and cooperation 
are learnt (Sanders, 2011, p. 33). Interestingly, when siblings understand the 
necessity for differential treatment its harmful effects seem mitigated (Kowal & 
Kramer, 1997). Whilst Garley and Johnson (1994) do not explicitly address this they
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do note that siblings expressed a lack of understanding of the ED and a desire for 
information. Perhaps siblings’ greater understanding of EDs could reduce any 
negative effects of parental differential treatment.
Making Sense of an Eating Disorder
Siblings demonstrate a desire to make sense of the SED’s thoughts and behaviours 
(Dimitropoulos et al., 2009; Garley & Johnson, 1994), alongside a wish to just forget 
about it all (Areemit et al., 2010). Many siblings had developed their own accounts as 
to how the ED had developed (Garley & Johnson, 1994). Attention-seeking and 
manipulative explanations were common across all accounts (Areemit et al., 2010; 
Garley & Johnson, 1994). Areemit et al. (2010) also established adolescent siblings 
as particularly embarrassed and sad by obsessive behaviours which were unrelated 
to food. As the authors imply this may have been challenging to assimilate into an 
understanding of EDs.
Sibling Rivalry
Vandereycken and Van Vreckem (1992) amongst others highlight issues of sibling 
rivalry (Ma, 2005; Roberto, 1988; Vandereycken & Van Vreckem, 1992b). Much of 
the research to date seems inconclusive, and vague as to whether it relates to rivalry 
that predated the ED or is contemporaneous with it and exactly what prognostic role it 
plays, if any. Ma (2005) and Sharkey-Orgnero (1999) allude to the potential for 
sibling rivalry to develop as a result of the ED, with tentative links to differential 
parental treatment, but it is not possible to draw clear conclusions. A more recent 
study indicates that SEDs are more jealous of siblings than the reverse 
(Dimitropoulos et al., 2013) and it may be this element of the relationship which is 
referenced when sibling rivalry is cited. It must be noted that this study focusses on 
the relationship post diagnosis and so it is unclear whether such jealousy was 
present prior to ED onset.
Experiences in the Famiiy
Conflict
EDs are described as a ‘new member of the family’ and have a marked impact on 
family life (Latzer et al., 2002), in particular increased arguments (Dallos & Denford, 
2008; Garley & Johnson, 1994; Halvorsen, Re & Heyerdahl, 2013; Latzer et al., 2002; 
Ma, 2005). Areemit et al. (2010) rigorously elicited adolescent siblings’ views through
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focus groups. Siblings reported increased conflict between parents and the SED and 
marital conflict. These arguments were often based around negotiation or caused by 
secrets and lies. Siblings are presented as observers of the conflict, struggling with 
loyalty to both parents and the SED (Areemit et al., 2010; Dallos & Denford, 2008; 
Lewis, 1988). This raises questions of family cohesion, the danger of ‘triangulation’ 
(Dallos & Denford, 2008) and the extent to which siblings feel included in family life at 
this time. Research proposes that family functioning which can adapt to the presence 
of a disability and a strong marital relationship are factors which lead to better 
adjustment in young siblings of people with disabilities. Interventions which address 
these areas in families with an ED may yield better adjustment in siblings.
Closeness
Some siblings report greater family closeness as a result of the ED although crucially 
are not specific about which relationships in particular (Areemit et al., 2010). Garley 
and Johnson (1994) and Latzer et al. (2002) showed some adolescent siblings 
reporting a greater closeness with the SED and others greater distance. Participants 
in all of these studies had siblings currently being treated for an ED. Thus it is 
unclear whether the closeness/distance is proximal or distal to the emergence of the 
ED and if it endures following recovery. Young adult siblings generally report 
closeness to their adult siblings with chronic AN (Dimitropoulos et al., 2009). This 
might indicate that closeness endures, but the factors which brought this about are 
unknown. It is important to note that different family members have different 
perceptions of closeness and family functioning (Cook-Darzens, Doyen, Falissard & 
Mouren, 2005). In particular, compared to a control group of adolescents, siblings 
perceived relationships in their families as more distant than control siblings did and, 
compared to their parents, as less connected. Alongside mothers, siblings were 
more dissatisfied with family functioning than were fathers and viewed their family as 
more rigid. Parents interviewed in Hillege et al.’s (2006) study recognised the 
potentially unifying but also disintegrating effects of EDs on all members of the family.
Experiences within Society
A notable absence from the literature are the societal implications of having a SED. 
Treasure et al. (2008) touch on the potential for families to feel shame, leading to 
isolation from wider support networks such as friends and neighbours. In a study of 
families’ experiences in child and adolescent mental health services (not specifically
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EDs) Ahuja and Williams (2010) suggest that some siblings feel that their sibling’s 
behaviour needs to be a ‘secret’. By contrast, siblings interviewed by Garley and 
Johnson (1994) report specifically looking for support outside their family network. 
Tentative indications from Dimitropoulos et al.’s (2013) work are that siblings are as 
aware as SEDs of stigma relating to EDs, although the implication is that this relates 
to primary stigma towards the SED and does not suggest that siblings perceived 
stigma directed towards themselves. Indications are that siblings of people with 
mental health problems are likely to experience blame if their sibling does not adhere 
to treatment as opposed to being assigned a causal role (Corrigan & Miller, 2004). 
Carers of people with EDs experience greater distress in a climate of stigma, blame 
and shame, suggesting that this would be a valuable avenue for investigation in 
relation to siblings.
WHAT ARE THE SIBLINGS’ NEEDS?
Gislandottir and Svavarsdottir (2011) highlight the necessity of supporting families as 
a way of improving prognosis. However, as Vandereycken and Van Vreckem (1992) 
note, siblings appear to hold a rather “marginalised” position and are overlooked by 
services. A few research papers have given a voice to siblings (Areemit et al., 2010; 
Benninghoven et al., 2008; Dimitropoulos et al., 2009; Garley & Johnson, 1994) yet 
there is little that directly addresses their needs. Indeed, Roots, Rowlands and 
Gowers (2009) found that parents and young people with EDs have commented on 
the lack of support for siblings from professionals.
Interventions
Adolescent siblings express an overwhelming desire for information about EDs 
(Garley & Johnson, 1994), a sentiment resoundingly shared by young adult siblings 
(Dimitropoulos et al., 2009), and emphasised by parents (Sharkey-Orgnero, 1999) 
and professionals (Treasure, 2010b). They want to know what it is like for the SED 
and to have an opportunity for exploration of this information relating to their 
particular situation. They ask for reassurance, from empathie professionals 
confirming that they are not to blame for the ED and clarification of their 
responsibilities (Dimitropoulos et al., 2009). Siblings said that they would have 
valued sibling-only meetings with advice from professionals regarding open and 
effective communication with the SED. Finally siblings highlighted the need to share 
their experiences with other siblings in the context of a sibling support group, a more
92
common practice for carers with numerous regional groups listed by B-EAT (www.b- 
eat.co.uk). In a few cases, parents decided to offer the siblings their own individual 
therapy as a way to ensure that their needs were met over and above family based 
therapy (Honey & Halse, 2007; Loeb et al., 2009). This does not appear to be 
common practice and both these examples were outside the United Kingdom. Given 
the lack of research it is unclear as to the different needs of adult and adolescent 
siblings or male and female siblings. This will be an important area for future 
research.
The Parental Role
It is encouraging to note that parents as part of Honey and Halse’s (2007) rigorous 
study amongst others (Graap et al., 2008; Whitney & Eisler, 2005) show an 
awareness of the necessity to address siblings’ needs. Parents described the 
strategies which they actively employed: maintaining normality, ‘compensating’ the 
siblings, for example through allocating specific time to spend with them, providing 
greater support for siblings and being aware of the potentially negative effects of the 
ED. Interestingly, given siblings’ desire for information (Dimitropoulos et al., 2009; 
Garley & Johnson, 1994), parents reported withholding information to protect siblings. 
Unfortunately, since siblings were not involved in this research it is unclear whether 
they were aware of the strategies which their parents had employed, whether these 
strategies actually addressed siblings’ needs or what the outcomes where.
WHAT INFLUENCE DO SIBLINGS HAVE ON ONE ANOTHER IN THE CONTEXT 
OF EDS?
The historical emphasis on the ‘psychosomatic family’ as the cause of EDs 
(Minuchin, Rosman & Baker’s, 1978) is reducing in prominence due to the lack of 
empirical evidence supporting it (Wood, 1993). Whilst this review does not endorse 
the apportioning of blame to families or siblings, a number of the papers reviewed 
address the positive and negative influence that siblings have on one another, prior to 
and following diagnosis of an ED. These are discussed in the spirit of curiosity rather 
than blame. It is time to look at the “positive role brothers and sisters can play in the 
protection or recovery from an eating disorder”. (Vandereycken & Van Vreckem, 
1992b. pg115)
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Family Structure and Size
Gowers and Crisp (1988) look retrospectively at the structure of the ‘sibship’ in 
families with AN. In sibling pairs the presence of a brother (older or younger) was 
associated with higher instances of the bulimic subtype in AN females. This trend is 
no longer present in families with 3 children. The authors speculate that this more 
‘severe’ subtype of AN might be the result of a dynamic operating within a sibling 
male-female pair which is ‘neutralised’ by the presence of a third sibling. They do not 
offer hypotheses to understand this dynamic. More broadly the extant research on 
family size and EDs is contradictory, with one study showing higher proportions of 
only-children among normal-weight BN than AN (Herzog, 1982) but many more 
showing no effect of family size (Hall, 1987; Vandereycken & Van Vreckem, 1992b). 
The lack of control groups leaves the data difficult to interpret. Similarly, research 
looking at the effect of birth order has produced contradictory findings (Vandereycken 
& Van Vreckem, 1992b). These areas of research seem to have been abandoned in 
recent years possibly due to the difficulty in interpreting or using the data.
The Quality of the Sibling Relationship
In a small-scale qualitative study Bachner-Melman (2005) commented on the marked 
lack of a close bond between four females with EDs and their siblings. She 
speculates that the antagonism towards and lack of understanding from their siblings 
may have contributed to the SED’s sense of isolation and ED onset. Beyond this, no 
known study has looked directly at the quality of the sibling relationship addressing 
the key factors of affection/warmth, rivalry/jealousy/competitiveness and 
hostility/agonism. Blessing (2007) takes a psychoanalytic approach to considering 
siblings in the context of EDs. She presents sibling relationships as primary as 
opposed to a displacement of parental relationships. These introjected siblings could 
be either benign or malign authority figures. Blessing (2007) refers to incidences of 
sibling incest associated with EDs, although the empirical evidence for this is poorly 
developed (Vandereycken & Van Vreckem, 1992b).
Recent research has focussed on comments between siblings. A longitudinal study 
with female students identified as ‘high-risk’ for developing an ED showed critical 
comments from others (including siblings) to be one of the risk factors for developing 
an ED (Jacobi et al., 2011). In a ‘normal’ population, teasing by siblings has been 
very tentatively linked to body-image disturbance (Tsiantas & King, 2001). Brothers 
were identified as the ‘worst’ perpetrators of teasing (Rieves & Cash, 1996) although
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it is unclear exactly what is meant by this. Teasing by older brothers has been 
associated with higher levels of body dissatisfaction, social comparison, restriction, 
bulimic behaviours and depression in their sisters (Keery et al., 2005). The authors 
speculate that older brothers may act as ‘models of heterosexual interaction’ and thus 
the negative impact of their comments may be greatest. Interestingly, higher levels of 
teasing by siblings was associated with teasing modelled by parents, particularly 
fathers (Keery et al., 2005), suggesting that early interventions involving parents 
might be of value.
Sibling Comparisons
Social and physical comparisons between siblings may contribute to the development 
of EDs. This has been supported by a few individual cases (Bachner-Melman, 2005). 
In a ‘normal’ population, social comparisons with an older sister during childhood and 
adolescence were negative, but comparisons with a younger sister were neutral or 
positive (Tsiantas & King, 2001). The authors suggest that for older siblings social 
comparisons are more usually focussed on peers. This might indicate that younger 
siblings are at greater risk of developing EDs. Indeed, amongst other factors, sibling 
social comparisons significantly predicted body dissatisfaction, body shape concerns 
and body size distortions in younger sisters (Tsiantas & King, 2001). It is important to 
note that this study is within a ‘normal’ population, however the data suggest that 
interventions which address how sisters view one another may be valuable in the 
prevention of EDs. Parental comparisons between siblings may also be relevant. 
Adolescents with AN reported having observed parental disapproval of their sibling 
and striven not to disappoint their parents too (Bachner-Melman, 2005; Gowers & 
Crisp, 1988; Lemmon & Josephson, 2001). This does not seem to have been studied 
as a specific risk factor in isolation and the hypothesis stems from individual cases. 
Crucially, this highlights the importance of recognising the bidirectional influence 
between siblings.
Sibling influences within the Family
Parents of girls with AN identified siblings as having both positive and negative 
effects on the SED; through the sibling’s membership in the family, their interactions 
and through their influence on parents (Honey et al., 2006). This seems to be 
comparable to the general mechanisms of influence between siblings described by 
Whiteman et al. (2011). The extent and nature of this influence seems to be 
mediated by the sibling’s understanding, age, gender, previous relationship with the
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SED and the sibling’s own lifestyle (Honey et al., 2006). Interestingly, SED’s 
perceptions of their mother/father/siblings’ expressed emotion did not predict weight 
gain during the initial stages of hospitalisation (Moulds et al., 2000), but was 
predictive of changes in psychological functioning as measured by interpersonal 
distrust, maturity fears and perfectionism on the EDI-2 (Moulds et al., 2000). This 
indicates that siblings may be in a position to positively influence the SED’s recovery.
Following diagnosis siblings can find the sibling sub-system ‘disintegrating’ around 
them, leading to feelings of separateness and difference (Roberto, 1988). A 
consequence of which can be siblings leaving home or ‘siding’ with parents at just the 
point when, Roberto (1988) speculates, the SED needs them. 12 adult siblings of AN 
shared their experiences of the roles that they took up as carers providing emotional 
support, transport, meal time support and doing leisure activities together 
(Dimitropoulos et al., 2009). All stated that they would take on a primary care-giving 
role if necessary to protect their parents or if parental health meant they needed to, 
although some expressed ambivalence about doing so particularly if they had not had 
a close relationship with the SED before.
TO WHAT EXTENT ARE SIBLINGS INVOLVED IN ‘TREATMENT?
Since Minuchin et al.’s (1978) ‘psychosomatic family’ model of EDs, a 
biopsychosocial model is at the fore. This takes into account genetic, psychological, 
socio-cultural and familial factors (Lemmon & Josephson, 2001). Any family 
‘dysfunction’ is seen as a potential result of the ED (Whitney & Eisler, 2005). Family 
therapy is currently a recommended ‘treatment’ for children and adolescents with 
EDs (NICE, 2004) and the efficacy of systemic approaches is important to note 
(Asen, 2002) (for a thorough comparison of all family therapies see Downs & Blow, 
2011 ; Honig, 2007; Lemmon & Josephson, 2001 ). Given the serious consequences 
of EDs, an inter-relational perspective is essential; utilising all relationships to affect 
change, of which the sibling relationship is a central one. “...mobilisation of family 
resources may be the key to effective treatment, which can obviate the need for 
admission to hospital’’ (Eisler et al., 2000, pg.735).
Current Practice
The inclusion of siblings in family therapy is strongly encouraged (Cook-Darzens et 
al., 2005; Ellison et al., 2012; Grange & Lock, 2007; Hall, 1987; Honig, 2007; Latzer
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et al., 2002; Loeb et al., 2009; Lock & Le Grange, 2013; NICE, 2004; Roberto, 1988; 
Treasure et al., 2010; Vandereycken & Van Vreckem, 1992b) yet there is no 
empirical evidence to suggest that this improves outcomes (Honig, 2007). In fact a 
recent study found that the extent to which siblings were supportive towards the SED 
did not predict weight gain, although it was associated with greater ‘parental control’ 
which did predict weight gain (Ellison et al., 2012). The authors acknowledge that 
their measure of sibling support included school/family friends when there were no 
siblings and so findings are not conclusive. However, this study highlights the 
necessity for greater research relating to specific components of family-based 
therapy particularly the role of siblings.
As such, siblings are not always involved, sometimes to ‘protect’ them (Cook- 
Darzens et al., 2005), due to difficulties in scheduling (Cook-Darzens et al., 2005; 
Grange & Lock, 2007), or because ‘family’ has been defined as those living in the 
same house (Grange & Lock, 2007). As Roberto (1988, p.303) notes, siblings who 
have left home are still affected by the family system and may have “the necessary 
adaptive skills within the belief system of the closed family unit to help the identified 
patient’’.
Involving Siblings
There are many ways of including siblings in family therapy whether through 
attendance, ‘empty-chair techniques’, encouraging families to share information with 
absent siblings or phone conversations (Cook-Darzens et al., 2005). Multiple authors 
have advocated for flexible attendance at family therapy to enable siblings’ 
involvement (Cook-Darzens et al., 2005; Hall, 1987; Kamerling & Smith, 2010). 
Sibling-only therapy sessions have also been proposed (Hall, 1987; Lewis, 1988; 
Treasure, 2010b; Treasure et al., 2010; Vandereycken & Van Vreckem, 1992b).
Lewis (1988) describes how this might proceed but acknowledges that parents and 
therapists may feel ambivalent/anxious about the idea.
Goals of Sibling Work
It is important to clarify the nature of the siblings’ role in light of the divided loyalties 
(Areemit et al., 2010) and ‘role strain’ (Dimitropoulos et al., 2009) described. Roberto 
(1988) describes three goals of sibling work in the context of EDs: establishing an 
environment where the SED’s problems are not pathologised or focussed on above 
those of siblings, utilising the natural questioning nature of siblings to address ‘rigid’
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family systems and developing the sibling sub-system to allow separation from the 
family. The importance of reinforcing the sibling sub-system has been variously 
highlighted (Grange & Lock, 2007; Latzer et al., 2002; Lock & Fitzpatrick, 2007; Lock 
& Le Grange, 2013; Murray, Willis & Rhodes, 2012; Vandereycken & Van Vreckem, 
1992b). As has the need to focus on positive aspects of sibling relationships 
(Bachner-Melman, 2005; Vandereycken & Van Vreckem, 1992; Vandereycken & Van 
Vreckem, 1992b) including siblings taking a supportive, not parental, role (Forsberg 
et al., 2014; Grange & Lock, 2007; Hall, 1987; Lock & Fitzpatrick, 2007; Lock & Le 
Grange, 2013; Loeb et al., 2009; Murray & Willis & Rhodes, 2012; Treasure et al.,
2010), the ability of older siblings to act as models (Hall, 1987) and support the SED 
to address any social isolation (Treasure, 2010b). Furthermore siblings may be able 
to ‘give voice’ to the SED and highlight relational patterns within the family (Magagna, 
2012). The involvement of siblings in therapy provides an opportunity to work with 
sibling rivalry (Vandereycken & Van Vreckem, 1992b) and reduce sibling criticism 
(Grange & Lock, 2007; Lock & Le Grange, 2013). Importantly, siblings who are 
actively involved in treatment can access opportunities to share their own 
experiences and worries (Grange & Lock, 2007; Honig, 2007; Loeb et al., 2009; 
Treasure et ai., 2010).
DISCUSSION 
METHODOLOGICAL IMPLICATIONS
55 papers were reviewed. All of the 36 research papers included, with the exception 
of two, were published after 1992, suggesting that Vandereycken and Van Vreckem’s 
(1992) call for recognition of siblings may have been heard. As such, the timing of 
this review is opportune. These studies represent a range of methodological 
approaches; 17 quantitative studies largely using standardised measures, 16 
qualitative studies predominantly interview based, and three mixed methods studies. 
The majority of the qualitative studies conformed to rigorous methodological 
standards. Only 10 studies specifically recruited siblings as participants. In a further 
six, siblings were included as participants due to their role as carers. The remaining 
studies shed light on the experiences of siblings albeit from alternative perspectives 
and were reviewed for that reason. Future research will need to continue trying to 
give voice to siblings themselves.
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Studies of carers indicate that a focus on individual differences, such as age, gender 
and diagnosis, is relevant. Due to the small quantity of papers directly relating to 
siblings this has yet to be rigorously addressed. The siblings recruited in these 
studies are either adolescents or young adults (approximately 18-25 years). Further, 
all except one study addresses siblings of females with EDs. This suggests that 
whilst men are less likely to develop an ED than women (Bryant-Waugh & Lask, 
2007), they and their siblings are proportionately underrepresented in the research 
literature. In half of the studies, the diagnosis of the SED was specifically AN. None 
looked exclusively at BN. Although the literature is limited it is most helpful in 
enabling links to be made with more rigorously studied groups; siblings of people with 
disabilities or mental health problems and carers of people with EDs.
THEORETICAL IMPLICATIONS
Siblings of people with EDs have complex responses to the ED; fear, guilt, loss and 
frustration are all prominent. Siblings are affected by the big changes in their 
families. As highlighted in the carers literature, the nature of that effect varies. Some 
families grow closer and others experience increased conflict and distance. This 
leaves adolescent siblings of EDs assuming new roles. Similarly to adolescent 
siblings of those with mental health problems, they can find themselves taking 
responsibility for their sibling, and playing an active role in their care often motivated 
by concern and loyalty to their parents. There is little mention of the positive 
outcomes, highlighted in the disability and mental health literature, such as increased 
empathy and personal growth. This may be indicative of methodological limitations 
including at what point in the SED’s recovery research was conducted. It could also 
indicate a lack of opportunities for siblings to process their experience and to 
contextualise it within the biopsychosocial model of EDs. Indeed siblings and carers 
are presented in the literature as keen to understand and make sense of the ED, 
possibly to mitigate feelings of guilt and blame. The parental differential treatment 
that siblings often experience may, without the accompanying understanding of EDs, 
leave siblings hurt, resentful and feeling that they have no place in the family. To 
cope, some siblings, consistent with the literature around siblings with mental health 
problems, distance themselves from their family and seek support outside the family 
unit. However some siblings of people with EDs and carers describe externalising 
the ED. This seems to preserve the sibling relationship. One could hypothesise that
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coping strategies used have a close link with the outcomes for the sibling 
relationship.
CLINICAL IMPLICATIONS
Parents are already attempting to mitigate the negative effects of EDs on their 
children but with little guidance or evidence of what works. The inconsistent and 
unclear nature of siblings’ involvement in family therapy serves to distance siblings 
from available support. Distancing of siblings from the family is worrying given the 
importance of this relationship for social learning, skill development and mutual 
support. Cook-Darzens et al. (2005) set out comprehensive recommendations for 
including siblings in family therapy and work undertaken by Lewis (1988) to 
strengthen the sibling sub-system might have applications in the context of EDs. 
Schools and communities may play a role in promoting this. The importance of 
positive experiences in school and community settings has been noted for siblings of 
people with disabilities (Goeke & Ritchey, 2011). Interventions with parents to reduce 
teasing within the family may further support a strong sibling sub-system.
The experiences of siblings of people with EDs seem similar to those of siblings of 
people with mental health problems and/or disabilities and to the experiences of 
carers. Therefore, evidence-based interventions designed for these groups could be 
useful for siblings of people with EDs. There is some evidence that support groups 
improve ‘socio-emotional adjustment’ in siblings of people with disabilities (Phillips, 
1999). Such groups are increasingly available to those with a sibling who has a 
mental health problem (Lukens & Thorning, 2011) although the outcomes of these 
groups do not appear to have been rigorously measured. The literature relating to 
siblings of people with mental health problems offers more evidence-based practices 
which focus on psychoeducation and the strengths of the families. Such 
interventions, if tailored to families of people with EDs, might go some way towards 
addressing siblings’ desire for information and enabling siblings to remain in the 
family. Indeed a ‘cohesive family environment’ is one protective factor for siblings of 
people with mental health problems (Lukens & Thorning, 2011). Psychoeducation 
can benefit siblings through improved understanding of the role of sibling 
relationships (Sanders, 2011 ). Programmes such as the More Fun with Sisters and 
Brothers Programme for young children aims to improve warmth in sibling 
interactions and reduce rivalry and antagonism (Kennedy and Kramer, 2008).
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Similarly, therapeutic board games have been developed for young siblings of people 
with long-term illnesses (Curson & Sharkey, 2006). Programmes or games for 
adolescents are rarer, although online networks are being developed (Sanders,
2011). There is huge potential for psychoeducation and/or such programmes to be 
trialled within the community or schools to strengthen sibling relationships early on, 
before an ED developed.
RECOMMENDATIONS FOR FUTURE RESEARCH
This review has demonstrated the ‘patchy’ nature of the extant research and the need 
for further understanding of the experience and role of siblings in the context of EDs. 
A few rigorous studies have given siblings a voice, but key areas remain under­
researched. Exploration relating to individual differences including; gender, age, 
diagnosis, culture and socio-economic situation is required. Further studies of the 
bidirectional sibling relationship from the perspectives of both siblings would provide 
a more holistic picture with particular emphasis on the potential for change over the 
course of the ED. The outcome for siblings of current interventions, both clinical and 
parental, on their experience of having a SED is necessary. Most of all, the need for 
more direct access to the opinions of siblings themselves will be essential going 
forward.
CONCLUSION
Whilst exploring the effect of EDs on siblings four questions emerged. What is the 
experience of siblings of people with EDs? What are the siblings’ needs? What 
influence do siblings have on one another? To what extent are siblings involved in 
treatment? There is a need to hear directly from siblings. However, the extant 
literature has provided a tentative picture of the sibling relationship as dynamic, and 
siblings as marginalised and under-supported. This review has established what an 
essential group siblings are and the value of strengthening the sibling sub-system; a 
sub-system which has the potential to bring about positive change within families.
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PERSONAL LEARNING 
Why Siblings and Eating Disorders?
I approached this review having worked with children and adolescents with EDs in an 
inpatient setting. Siblings were present at weekends; looking bewildered and unsure. 
They were routinely included in family therapy and sibling-only sessions were 
occasionally offered. In spite of this, siblings were not prominent in my mind. Their 
absence seemed noteworthy. As a sibling myself, I am acutely aware of the power of 
this relationship; to influence, guide and protect. I imagine, had my brother had an 
ED, I would have felt torn between concern and jealousy, protection and aggression. 
But, would any support have been available to me? I approached this research with 
these assumptions.
In light of this I was surprised that the involvement of siblings is part of NICE 
Guidelines. It is however unclear what the purpose of this involvement would be; 
whose needs would it address? I think the difficulty of involving siblings is how to 
balance the positive role that siblings play without over burdening or placing too much 
responsibility on them. This will be a key role for parents and professionals. Without 
giving siblings a voice through research and contact with services they will be unable 
to say what is right for them.
Methodoiogical Considerations
When investigating the efficacy of an intervention or designing a new intervention, the 
question of evidence comes up. How much evidence is enough? If research 
suggests that the majority of participants found a particular intervention useful, but a 
select few found it harmful, do you still go ahead? This leads me to consider different 
methodologies. When done properly, quantitative methods are epistemologically 
consistent with large sample sizes and allow for generalisation of the findings. This is 
hugely useful and forms the basis of recommendations such as NICE guidelines. 
Qualitative data, however, also has a place in thoroughly exploring the experiences of 
a few. This deep exploration can generate ideas and avenues that would not have 
been conceived of solely through the use of standardised measures. These findings, 
however, relate only to the particular participant and cannot be widely generalised. 
Does that then mean that the findings are of no value? I do not think so. Grounded
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theory, for example, allows for the generation of ideas within an area that has not 
been researched before, deriving theories from the data. Perhaps, then, qualitative 
research serves as a starting point for research, an understanding of the lived 
experiences of a few, from which theories can be built and interventions designed. 
Quantitative research would then have a place in fine-tuning these theories and 
interventions and assessing the extent to which they map on to the experiences of 
the many. As Willig and Stainton-Rogers (2008) explain, this is how psychology has 
historically developed; theories based on individual cases described by, for example, 
Freud and Piaget, were overtaken by behaviourism, the dominance of qualitative 
approaches and the advent of randomised control trials.
The marriage of these two research approaches runs into epistemological difficulties. 
Qualitative research is built on the premise that each person’s experience is uniquely 
theirs, whereas quantitative research assumes some universality. So as a 
researcher, should your research question determine the methodology, or should 
your epistemological beliefs mould the approach?
Using Research to inform Practice
I believe that every family, individual and expression of mental illness is unique, 
although commonalities are evident. This means that interpreting and utilising 
research data is challenging. That is not to say that the research generated is of no 
value; quite the contrary. I think that the art of being a psychologist lies in the ability 
to utilise research to inform practice without losing sight of the relationship and the 
valuable information that you gain through simply being with another person. 
Research can guide, it can ensure that particular interventions are funded or not, it 
can provide the security of knowing that a method is ‘tried-and-tested’ and it can 
protect clients by encouraging professionals to follow best practice guidelines.
This is a difficult position to take. To the person who holds the purse-strings, the 
argument that something ‘just feels right’ is hardly a convincing one, particularly when 
held up against the rigour of a randomised controlled trial. However, I maintain my 
belief that when someone is treated as an individual in the short term, the long term 
effect is positive. It involves clinicians who are able to put the needs of their client 
first, who have adequate supervision and the support of a multi-disciplinary team who 
propose different perspectives.
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The difficulty for counselling psychologists is how to put this into practice. I suspect 
there must always be compromises. Working within the current political and 
economic climate with the focus on quick, cost-effective results, a holistic approach 
which works with the whole family is likely to be less valued. “Counselling 
psychologists react against the medical model with its focus on psychopathology, yet 
at the same time, licensure, third-party payments, and other necessities of the 
profession are based on being versed in applying the medical model” (Sinacore- 
Guinn, 1995, p. 259).
Personal Impact of the Research
Undertaking this research, as all such endeavours are likely to do, brings up certain 
assumptions and biases in me. I find myself drawn to the experiences of siblings 
particularly their propensity to feel burdened by responsibility and forgotten. I find 
myself moved by descriptions of siblings feeling ‘less important’ than SEDs and as 
though their parents confide in them and not the other way around. It is not 
surprising that parents who are probably themselves frightened and exhausted elicit 
support from their other children, but at what cost? Denying siblings the opportunity 
to be involved does not seem to be the solution, but a middle ground may be hard to 
find. This may be particularly challenging for adolescent siblings who are in the 
transition between being dependent and needing/wanting more independence. It is 
important for me to recognise the strength of my feeling in this regard as it is likely to 
position me alongside siblings in opposition to parents who already report feeling 
blamed by clinicians.
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“IT JUST SEEMS SO HARD”
GROWING UP WHILE YOUR SIBLING HAS AN EATING DISORDER: A
THEMATIC ANALYSIS
ABSTRACT
Siblings have been presented as ‘forgotten victims’ of eating disorders. Caring for 
someone with an eating disorder can impact negatively on physical and mental 
health. Any impact on adolescent siblings comes at a time of developing identity. 
Eight adolescent siblings of females with diagnoses of Anorexia Nervosa were 
interviewed. The data was analysed using Thematic Analysis. Siblings appear 
affected by the eating disorder which they view as pervasive in all domains of their 
lives. They try to make sense of it and its impact on their family and develop their 
own sophisticated understanding of eating disorders with ‘externalisation’ a common 
theme. The impact of the eating disorder on their developing identity is discussed in 
the context of Self-Determination Theory. Parents and professionals are in a strong 
position to help siblings by offering a variety of supportive options including space to 
talk, psychoeducation, reassurance, sibling support groups and challenging stigma.
KEYWORDS: Sibling, Eating Disorder, Adolescence, Identity, Counselling 
Psychology, Attribution
INTRODUCTION
Siblings^ are presented as forgotten victims of eating disorders (EDs) (Vandereycken 
& Van Vreckem, 1992). Family therapy, which includes siblings, is a key intervention 
for children and adolescents with EDs (National Institute for Health and Care 
Excellence [NICE], 2004). There is a desire amongst families (Roots, Rowlands & 
Gowers, 2009) and professionals^ to offer siblings support. Indeed the 2013 
International Eating Disorders Conference discussed ‘forgotten’ siblings. Given that 
current policy does not address the sibling role or siblings’ needs, further research is 
opportune. This study does not aim to criticise parents or suggest that siblings 
should be pathologised. The hope is that these findings can advocate for siblings to
Although the terms are less than ideal, for clarity the sibling diagnosed with an ED will be referred to as the ‘SED’ 
and siblings not diagnosed with EDs as 'siblings’.
® The term ‘professional’ will be used throughout to denote anyone in contact with a young person in a professional 
capacity, for example counselling psychologist, social worker, teacher.
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ensure that appropriate support is available, enabling them to reach their potential, a 
central tenet of the Children Act 2004 (DfES).
Overview of Eating Disorders
Anorexia Nervosa (AN) is diagnosed following restricted intake which results in 
significantly low body weight and disturbed perception of shape/body weight 
(American Psychiatric Association [APA], 2013). Consequences of EDs are serious; 
increased suicide attempts, risk of developing depressive or anxiety disorders 
(Johnson, Cohen, Kasen & Brook, 2002), complications associated with the 
cardiovascular and renal systems and increased likelihood of bone fractures and 
dental and/or oesophageal erosions (Sharpe & Freeman, 1993). Recommended 
therapies (NICE, 2004) include family interventions, cognitive analytic therapy, 
cognitive behaviour therapy, interpersonal psychotherapy and focal dynamic therapy. 
“Family members, including siblings, should normally be included in the treatment of 
children and adolescents with eating disorders" (NICE, 2004, pg.61). It is unclear 
what form this inclusion should take. Specific support or interventions designed for 
siblings are not mentioned.
Impact of Eating Disorders on Carers
The impact of EDs on carers, typically parents or partners, has been investigated. 
This role is associated with poorer mental and physical health (De la Rie et al., 2005; 
Graap et al., 2008; Highet et al., 2005; Martin et al., 2011; Perkins et al., 2004; 
Treasure, 2010; Treasure et al., 2008; Whitney & Eisler, 2005; Whitney, Haigh, 
Weinman & Treasure, 2007; Whitney et al., 2005) and poorer quality of life (De la Rie 
et al., 2005; Martin et al., 2011 ; Treasure et al., 2008). Carers describe the all- 
consuming nature of the role (Highet et al., 2005; Sepulveda et al,. 2012; Treasure et 
al., 2001; Whitney & Eisler, 2005; Whitney et al., 2007; Whitney et al., 2005) and 
discuss themes including feelings of helplessness (Perkins, Winn, Murray, Murphy & 
Schmidt, 2004; Whitney & Eisler, 2005; Whitney et al., 2005; Winn, Perkins, Murray, 
Murphy & Schmidt, 2004), feeling to blame for the ED (Highet et al., 2005; Perkins et 
al., 2004; Sepulveda et al,. 2012; Treasure et al., 2001; Whitney, Haigh, Weinman & 
Treasure, 2007; Whitney et al., 2005), stigmatisation (Dimitropoulos et al., 2008; 
Graap et al., 2008; Highet et al., 2005; Treasure, 2010; Treasure et al., 2001;
Whitney et al., 2007; Whitney et al., 2005; Winn et al., 2004), social isolation 
(Dimitropoulos, Carter, Schachter & Woodside, 2008; Highet, Thompson & King, 
2005; Honey, Clarke, Halse, Kohn & Madden, 2006; Kamerling & Smith, 2010;
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Sepulveda et al,. 2012; Treasure et al., 2001; Whitney et al., 2005; Winn et al., 2004), 
loss of opportunities for themselves and the person with the ED diagnosis (Graap et 
al., 2008; Perkins et al., 2004) and ‘negative’ emotions including fear and frustration 
(De la Rie, van Furth, de Konig, Noordenbos & Donker, 2005; Highet et al., 2005; 
Kamerling & Smith, 2010; Perkins et al., 2004; Whitney et al., 2005). Carers have 
also identified positive experiences including becoming closer to the ‘sufferer’
(Perkins et al., 2004), improved family functioning (Perkins et al., 2004; Treasure et 
al., 2001) and personal growth (Perkins et al., 2004). The wide-ranging impact on 
carers highlights the necessity of considering siblings.
Siblings
The sibling relationship has been studied in relation to disability and mental health. 
Siblings experience ‘positive’ outcomes, including increased empathy, respect and 
compassion, discovery of inner strength and stronger relationships (Goeke & Ritchey, 
2011 ; Lukens & Thorning, 2011). ‘Negative’ outcomes include stigma, loss, 
loneliness and their own needs being overlooked (Goeke & Ritchey, 2011; Lukens & 
Thorning, 2011).
Siblings and EDs
Few studies have actively recruited siblings of people with EDs as participants. 
However, some themes do emerge. Siblings experience conflicting emotions; fear, 
anger and guilt (Dimitropoulos, Klopfer, Lazar & Schacter, 2009; Highet et al., 2005; 
Treasure, 2010b). They feel responsible for either causing the ED or exacerbating it 
(Areemit et al., 2010). Many siblings assume a non-typical role (Latzer et al., 2002; 
Loeb, Hirsch, Greif & Hildebrandt, 2009) such as monitoring mealtimes/activity levels 
(Areemit et al., 2010), being ‘mediator and protector’ (Dimitropoulos et al., 2009) or 
‘mothering’ the SED (Garley & Johnson, 1994). Resulting parental differential 
treatment was noted and led to “injustice, hurtfulness, frustration and resentment” 
and a deprioritisation of siblings’ own needs (Garley & Johnson, 1994, pg.161) which 
siblings themselves feel less able to take care of (Dimitropoulos et al., 2009) often 
withholding emotions to avoid overburdening their parents (Garley & Johnson, 1994).
EDs are presented as impacting on daily family life (Latzer et al., 2002) and at an 
interpersonal level often increasing arguments (Areemit et al., 2010; Dallos &
Denford, 2008; Garley & Johnson, 1994; Latzer et al., 2002; Ma, 2005). Siblings 
observe the conflict whilst trying to remain loyal to parents and SED (Areemit et al..
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2010; Dallos & Denford, 2008; Lewis, 1988). For some, family relationships are 
strengthened following the ED (Areemit et al., 2010), although it is unclear which 
specific relationships. Siblings do not report stigma. However, Treasure et al. (2008) 
recognise that families may feel shame as a result of the ED which can lead to 
isolation from support networks outside their immediate family.
Siblings employ various coping strategies: distancing themselves from the SED 
(Dimitropoulos et al., 2009; Garley & Johnson, 1994; Highet et al., 2005; Roberto,
1988), externalising the illness (Dimitropoulos et al., 2009) and using support 
networks external to the family (Dimitropoulos et al., 2009; Garley & Johnson, 1994). 
Whilst siblings express a desire to forget the ED (Areemit et al., 2010), they also 
demonstrate a wish to understand the SED’s thoughts and behaviours (Dimitropoulos 
et al., 2009; Garley & Johnson, 1994) and request information as reassurance that 
they are not to blame for the ED and clarification of their responsibilities 
(Dimitropoulos et al., 2009). They develop an understanding of ED causation (Garley 
& Johnson, 1994), often including attention-seeking and manipulative explanations 
(Areemit et al., 2010; Garley & Johnson, 1994). It is unclear how this 
conceptualisation comes about and whether it impacts upon siblings.
Parents describe trying to address siblings’ needs: maintaining normality, 
“compensating” the siblings by allocating time to spend with them and being aware of 
potentially negative effects of the ED (Honey & Halse, 2007). Interestingly, given 
siblings’ desire for information (Dimitropoulos et al., 2009; Garley & Johnson, 1994), 
parents reported withholding information to protect siblings. It is unclear whether 
siblings are aware of these strategies or how effective they are. Siblings themselves 
request sibling-only meetings with advice from professionals regarding effective 
communication with the SED and sibling support groups to share their experiences 
with other siblings (Dimitropoulos et al., 2009).
Professionals’ contact with siblings is predominantly via family therapy, which is 
strongly encouraged (Cook-Darzens et al., 2005; Grange & Lock, 2007; Hall, 1987; 
Honig, 2007; Latzer et al., 2002; Loeb et al., 2009; NICE, 2004; Roberto, 1988; 
Treasure et al., 2010; Vandereycken & Van Vreckem, 1992b) although there is 
currently little empirical evidence to suggest that siblings’ attendance improves 
outcomes (Honig, 2007). Roberto (1988) advocates for sibling work that develops 
the sibling sub-system and utilises siblings to address potentially ‘rigid’ family
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systems. Crucially, siblings who are actively involved in treatment can access 
opportunities to share their own worries (Grange & Lock, 2007; Honig, 2007; Loeb et 
al., 2009; Treasure et al., 2010).
Adolescence
The extant literature does not specifically address adolescent siblings. As 
adolescence is viewed as a distinct developmental stage, a time for identity formation 
(Papalia, Wendkos Olds & Duskin Feldman, 2009), these siblings warrant specific 
enquiry. Theories of identity highlight significant relationships (Shotter & Gergen,
1989), social experiences (Mead, 1934) and/or cultural contexts (Gergen, 1991) as 
central. Whichever theory one adopts, themes of relationships and culture are 
important. For siblings these may be in flux, with potential long-term consequences 
for identity development. “Stability in one’s sense of identity is likely only if social 
contexts remain unaltered or if one continues to receive nonconflicting messages 
from significant others about who one is or should be in the world.” (Kroger, 2007, 
pg-21).
Understanding EDs
Siblings are presented as keen to understand EDs (Garley & Johnson, 1994). It is 
possible that their understanding affects their response to the ED. The Health-Belief 
Model of Illness (Strecher & Rosenstock, 1997) speculates that people’s behaviour in 
response to illness is influenced by perceived susceptibility, perceived severity and 
perceived benefits of/barriers to seeking help. Such research highlights the 
complexity of health-related decision making, implying that siblings’ responses to the 
ED and their own needs may be based upon various factors including their 
conceptualisation of the ED; causation, severity and prognosis.
Reflexivity
EDs have typically fallen within the dominant medical model of ‘treatment’ because 
the prominent symptom (weight loss) requires medical attention although its cause is 
multifactorial. For Counselling Psychologists this positioning presents a tension. The 
Diagnostic and Statistical Manual (DSM 5) and International Classification of 
Diseases (ICD10) are based on the assumption that “each disorder can be classified 
as a distinct entity, that psychopathology is a ‘thing’ in itself” and that a concept of 
“normal” exists (Milton, Craven & Coyle, 2010, p. 62). Counselling Psychologists 
work to facilitate growth and realisation of potential (Kasket, 2012). The individual’s
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subjective experience is prioritised and the setting-up of a hierarchy in the 
relationship is avoided, although an implicit power dynamic remains. Counselling 
Psychologists working within EDs have a unique contribution to make.
I bring various assumptions to the research. Years of working with people with an ED 
diagnosis and their families, my own assumptions generated from reviewing the 
literature and my greater familiarity with the role of Counselling Psychology 
Practitioner rather than Researcher, will all be impossible to fully set aside.
Research Aims
Adolescent siblings are growing up in families in crisis; dependent upon parents who 
are typically focussed on the SED. Siblings may respond based upon their 
understanding of EDs. The complexity of this scenario might compromise typical 
developmental opportunities and pathways. By giving siblings a voice, there is hope 
that their experiences can inform professionals and parents, enabling future siblings 
to, where necessary, access the ‘right’ support from the ‘right’ person to facilitate their 
personal growth.
Research Question
What are siblings’ experiences and understanding of EDs?
METHOD
This research comes out of a lack of data surrounding the experiences of siblings.
The research is located within a critical realist framework. As such it assumes that 
there is a ‘truth’, however our ability to know that truth is limited (Ponterotto, 2005). 
The lack of empirical research surrounding this topic means that measures aimed at 
exploring this truth do not exist. Therefore, a qualitative approach was selected to 
gather rich data from a group of individuals. The research seeks to find common 
themes across each account.
Braun and Clarke (2006, pg.79) define Thematic Analysis as “a method for 
identifying, analysing and reporting patterns (themes) within data.” Thematic 
Analysis recommended itself due to its flexibility to work within various theoretical 
frameworks, including the critical realist epistemology. Furthermore thematic analysis 
can produce analyses which inform policy development and put emphasis on
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participants as collaborators (Braun & Clarke, 2006). Given that the focus was on 
commonalities rather than an exploration of individuals’ experiences, thematic 
analysis was deemed more appropriate than Interpretative Phenomenological 
Analysis (IPA). Furthermore the research was not theoretically bounded and so 
Grounded Theory was not viewed as appropriate (Braun & Clarke, 2006). Given the 
paucity of extant literature, the research was approached from an inductive, ‘bottom- 
up’, position; coding the interviews without pre-determined theories. The literature 
was only returned to after the data was coded and themes had been identified.
Participants
Participation in this study was open to UK-based adolescent (11-18 years) siblings of 
someone with an ED diagnosis (AN, Bulimia Nervosa or Eating Disorder Not 
Otherwise Specified) of a minimum of three months duration. No stipulation was 
made regarding the SED’s age or the gender of the participant or the SED. 
Participants were excluded if they had ever had an ED diagnosis themselves. The 
sample size was guided by a desire to focus on detailed individual accounts as 
advocated by Smith, Flowers and Larkin (2009). Such purposive sampling was 
chosen to recruit participants who would have insight into the research question from 
an adolescent perspective for the reasons set out in the introduction. However, the 
exclusion criteria were deliberately minimal as the research was not theoretically 
driven and as such there were no theoretical reasons to further narrow the sample of 
participants.
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Table 1: Participant Demographic Information
Participant
Pseudonym
Age Sex Ethnicity SED
Sex
SED’s
Diagnosis
Duration 
of ED
Birth Order 
reiative to 
SED
Amy 17 Female White
British
Female AN and 
Depression
12months
(approx.)
Older than 
SED
Beatrice 17 Female White Female AN Syears Younger 
than SED
Camilla 17 Female White Irish Female AN Syears Younger 
than SED
Danielle 15 Female White
British
Female AN Syears
(approx.)
Younger 
than SED
Emily 17 Female White,
Caucasian
Female AN 5/6years Younger 
than SED
Freddie 14 Male White
British
Female AN Gyears Younger 
than SED
Grace 14 Female Mixed Female AN (possibly 
also BN)
2/3years Younger 
than SED
Hannah 15 Female White,
Caucasian
Female AN 4months Fraternal
twins
Procedure
Participants were recruited through BEAT’S (Beating Eating Disorders) research 
database, website and/or independently-run carers’ support groups and via other ED- 
related Facebook groups (Appendix-A).
The data was collected via a one-to-one interview (lasting 45-75 minutes) with each 
participant (Appendix-B). Interviews were conducted by the same researcher via 
telephone to enable siblings throughout the United Kingdom to participate. Interviews 
were transcribed verbatim by the researcher following Poland’s (1995) guidance to 
maximise transcript quality and experimental rigour. Thematic analysis does not 
specify stringent requirements for transcript quality, but does require that transcripts 
contain all verbal and non-verbal utterances (e.g. laughs) (Braun & Clarke, 2006). 
Furthermore punctuation was attended to such that the meaning of utterances was 
not altered through punctuation.
A semi-structured interview schedule was developed, guided by Smith (2008) 
(Appendix-B). The semi-structured nature of the schedule allowed for consistency 
between participants while remaining participant-led; with opportunities for in-depth
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exploration of material that participants deemed important. The schedule was 
developed in collaboration with a colleague who has a SED. She commented upon 
the sensitivity of the wording and the relevance of the questions.
Analytic Strategy
The interviews were analysed following Braun and Clarke’s (2006) guidelines for 
inductive Thematic Analysis by the primary researcher. As Braun and Clarke (2006) 
note, the process begins when patterns or points of interest are noted. In this case 
that was during the interview phase. After each interview the researcher noted down 
key ideas identified during the individual interview. Interviews were transcribed by 
the researcher to increase her familiarity with the data set (Bird, 2005). Each 
interview was transcribed before the next interview took place to enable learning from 
one interview to the next (both from the perspective of the content of the interview 
schedule, but also regarding interview technique). Furthermore the first stage of 
thematic analysis, familiarisation with the data, involved reading and re-reading each 
transcript. Whilst this phase did not involve formal coding of data, emerging 
patterns/ideas were noted down alongside those that had emerged during the 
interview process.
Stage two involved coding the data. To ensure that this was data-driven rather than 
theory-driven - and as a way of ensuring that the researcher’s initial patterns/ideas 
did not exclude additional patterns - this was a two-step process. The first step 
involved line-by-line coding of the data from each transcript; selecting key words or 
statements. Following this the transcripts were reviewed again, coding at a 
statement-by-statement level. At this stage no potential patterns/ideas were 
excluded, codes were contextualised within the transcript and data extracts were 
coded more than once if relevant (as per Braun & Clarke, 2006). Stage three of 
analysis was a broader focus at the level of themes. This involved reviewing all the 
individual codes generated and sorting them in to possible themes and subthemes. 
Again, at this stage no codes or possible themes were discarded. Themes were 
identified at a semantic level (Boyatzis, 1998) and determined not solely on 
prevalence within the data set (although this played a significant role) but also at the 
researcher’s discretion. The researcher was drawn to particular utterances by 
changes in the participant’s affect, tone of voice and volume of speech at that 
moment. Furthermore the researcher was influenced by the previously conducted 
literature review of the topic and resulting assumptions that siblings are affected
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negatively by eating disorders and are not sufficiently supported by services. Ryan 
and Bernard’s (2003) techniques for identifying themes from a data set were utilised 
alongside Braun and Clarke’s (2006, pg.82) definition of a theme as capturing 
“something important about the data in relation to the research question and 
represents some level of patterned response or meaning within the dataset”. Given 
the paucity of research the whole data set was analysed at the expense, perhaps, of 
some depth and complexity (Braun & Clarke, 2006). However, it was hoped that 
these data would provide an accurate overview of the entire dataset; important 
patterns.
Stage four involved reviewing themes. This was done individually by the researcher 
and subsequently in collaboration with the supervisor. Themes were reviewed for 
internal homogeneity (whether all the data within the theme meaningfully relates) and 
external heterogeneity (whether each theme is distinct from the next) (Patton, 1990). 
Inherent to thematic analysis is this repeated movement between individual coding 
and the full data set (Braun & Clarke, 2006). Stage five involved naming each theme 
by identifying the key concept within it and defining any subthemes within it. This 
stage also involved approaching an individual who had, as an adolescent, had an 
SED to review the final themes. The final stage was producing the written report. 
Inherent in this was the selection of evidence to support each theme and subtheme in 
the form of quotes from the transcripts. These quotes were selected to provide clear 
substantiation of the theme in question. The researcher was conscious to choose 
quotes from all transcripts to demonstrate the utility of the theme across all 
participants. The relevant literature was not engaged with fully until all individual 
transcripts had been coded. However, it must be noted that the researcher had 
undertaken a literature review of the topic the previous year and so this prior 
knowledge will have influenced the analytic process.
Rigour
To improve credibility the findings were favourably reviewed by someone who, as an 
adolescent, had a SED. “A qualitative study is credible when it presents such 
accurate descriptions or interpretations of human experience that people who also 
share that experience would immediately recognise the descriptions.” (Krefting, 1991, 
pg.216)®. This research adopts Guba’s (1981) concept of transferability, aiming for
® The research was subsequently presented at two conferences during which delegates reported recognising the 
descriptions.
135
the results from this study to ‘fit’ any context in which an adolescent has an SED.
This study strives to achieve, not consistency of participants’ accounts, but 
‘dependability’ (Guba, 1981). “Dependability implies trackable variability, that is 
variability that can be ascribed to identified sources.” (Krefting, 1991, pg.216). In this 
case the variability is likely to lie in the context of the interviews (via telephone, time 
of day etc...), the researcher, the age of the participants and the current health of the 
SED. The researcher is inherently part of qualitative research and so neutrality was 
deemed to include bracketing assumptions held by the researcher. Researcher’s 
prior assumptions included the notion of siblings as struggling and as absent from the 
minds of professionals.
Ethics
This study was given favourable ethical opinion from the University of Surrey Faculty 
of Arts and Human Sciences Ethics Committee (Appendix-C). Participants aged 16- 
18 years were deemed able to give consent (Appendix-D). Parents/guardians of 
participants aged 11-15 years were required to add their consent (Appendix-E) to the 
participant’s own. Participants and their parents had access to the ‘Participant 
Information Sheet’ (Appendix-F) prior to giving consent. Following the interview each 
participant was emailed a copy of the ‘Debrief Sheet’ (Appendix-G). Within six 
months of study completion a summary of the findings was disseminated to 
participants.
FINDINGS
This study explored the experience of having a SED. Whilst each participant’s 
experience was unique, one overarching theme and three subordinate themes 
emerged which were recurrent through each narrative. Verbatim quotes from the 
interviews are used to illustrate these.^ (See Appendix H and I for the final Thematic 
Map and additional supporting quotes).
OVERARCHING THEME: Being affected by the eating disorder; it’s everywhere.
The pervasive nature of the ED and the fact that it impacted upon siblings was the 
most commonly occurring theme. Siblings saw the ED as something that they 
needed to actively cope with.
 ^All names have been altered to protect the anonymity of the participants.
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7 try very hard to urn... hard to cope with all of It." (Freddie, 14 yearsf
“I think that siblings really are the second ones that are suffering bar the actual 
patients.” (Hannah, 15 years)
Siblings observed the way in which the ED seemed to have taken over daily life 
making it inescapable. Many siblings noticed resulting changes to their families and 
observed their parents struggling to cope.
“The conversations are about the eating disorder or about calories and at the 
beginning there was a lot of time spent In hospital. ” (Hannah, 15 years).
“\Ne just weren’t a functional family for a few years. And It would always be the 
problem and we couldn’t like have a day of us Just being normal. ” (Emily, 17 years)
The family’s way of relating was affected in practical terms and at an interpersonal 
level. Siblings sighted more arguments at home particularly between SED and 
parents. They spoke of feeling more distant from the SED, who had changed beyond 
recognition. Similarly siblings’ relationships with their parents were tested by the ED, 
but, often, with recovery came a greater closeness.
“It doesn’t seem like It’s my sister, cause that’s not the person that I ’ve known whilst 
growing up, she Just seems like really different now.” (Grace, 14 years)
“Now I’m like closer to my Mum than I ever was I guess. ” (Danielle, 15 years)
THEME 1: Making Sense 
Observing
Each sibling took on an observational role, surveying what was going on. For some 
the position of observer implied passivity; everything going on around them, whereas
Quotes were transcribed verbatim. “...” represents pauses in speech and comments enclosed in square brackets 
are for clarity or to emphasise tone of voice.
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others seemed to have taken up this stance actively in an attempt to make sense of 
what was happening.
“It was crazy. Watching It happen. ” (Amy, 17 years)
“You just kind of have to glue everything together and try to figure out what’s 
happening.” (Camilla, 17 years)
Some siblings viewed these attempts to make sense as having been curtailed by 
their families and expressed regret that their lack of prior knowledge had stopped 
them from being able to prevent the ED from developing/worsening.
“It was really confusing just everyone just coming and talking about stuff and then, 
then everyone knowing something that you don’t, and then you are kind of just there 
being kept like In the dark about It. ” (Danielle, 15 years)
“I think they should [teach EDs In school] because It would help people like me or 
people with actual eating disorders, they’d be able to notice It In themselves before 
anything bad happened.” (Grace, 14 years)
Accessing information
It was predominantly from observation that siblings formed their ideas of what EDs 
are. Some siblings supplemented this with information (relating to the possible future 
course of the ED) gained from ‘sibling days’ at hospitals and from books. However, 
each sibling saw the SED’s ED as unique and so prioritised information gained 
through observing the SED’s own experience. Similarly siblings expressed 
uncertainty around whether anyone else would be able to understand their particular 
experience.
I ’m quite happy knowing about it from like what Zoe feels, but I don’t really need to 
know much more about It than that. ” (Beatrice, 17 years)
“It’s awkward to talk to them [friends] about It, cause If I, If I ’m really upset about 
something. If I try to tell them, they won’t understand why I’m so upset cause they 
don’t understand like how bad the Illness actually Is.’’ (Grace, 14 years)
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The process of making sense was challenging and, at times, regardless of the 
information they had, it felt very hard to comprehend what lay behind their sibling’s 
behaviours.
7 think just how it’s quite hard to comprehend how someone so thin could think 
they’re fat or overweight. It’s quite hard to kind of understand. ” (Hannah, 15 years)
“I just didn’t understand what was going on in her brain and that really Irritated me.” 
(Danielle, 15 years)
It’s Not Her Fault: Multifactoral Causation
In spite of this each sibling constructed their own sophisticated understanding of EDs, 
recognising their likely multifactorial causation. Underlying all accounts was an 
externalisation of the ED; separating ‘it’ from the SED either because they had been 
told to do so or because that was their view.
7 know It’s like a way of coping with things, like. It’s partly genetic [...] I guess It was a 
time where my sister was having problems at school and she sort of turned towards 
eating to, so that she had some control over It and It got out of hand and um, I think It 
was sort of the, the, the unhealthler you get the more you are spurred on to keep 
trying. It’s like a vicious circle sort of thing.” (Emily, 17 years)
“It’s so Important to separate the Illness from the person, like that’s kind of the biggest 
lesson I learntirom It, was that like It’s not the same and like, like, I didn’t even need 
to be told that, I could see It In her face, like. It was like, you could see little Kate, 
somewhere Inside like crying In pain, but then all that was coming out was this 
screaming angry, horrible person, and It was just like this Isn’t her. ” (Amy, 17 years)
THEME 2: Being Myself 
I or We?: Finding a Role in the Family
As adolescents, siblings were all in the process of identity formation. However, this 
was occurring in the context of an ED and a family in crisis. Some siblings spoke in
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the first person, whereas others narrated their stories from the position of ‘we’, 
seeming to align themselves with parents and being actively involved in battling the 
ED. For some this position was a choice, for others a requirement.
7 just, I kept out of it. Maybe I should have um... like been there for her a bit more, 
but that was really my Mum’s job. ” (Emily, 17 years)
“We had to sort of check everything she was eating and then we found out like that 
she was throwing away quite a lot of what we were making her eat. ” (Beatrice, 17 
years)
“I wouldn’t mind not getting Involved, but there’s no-one really else who’s about to 
help out, so much, you know. It has to be me. ” (Freddie, 14y ears)
This ‘need’ to be involved led many siblings to consider the role that they took. Some 
were clear that their parents were the ‘carers’ and that the sibling role was different. 
Others adopted a more ‘parental’ position and struggled with challenges to this role.
7 wanted to be as Involved as possible and I wanted to be always be there and my 
Mum was like ‘This Is not what you have to be, like you’re sixteen, like this Isn’t your 
job, like you need to let the parents take a, take a stand on this and like be the role 
model’ and I was like [pretend shouting] ‘No, but she’s my sister, like who do you 
think I am. I’m not going to just... you’re not abandoning her’. ” (Amy, 17years)
Tm Less Important Now
Some siblings’ sense of identity was very apparent, whereas others seemed barely 
present, the interview focussing predominantly on the SED or other family members. 
This paralleled siblings describing their parents as having much less time for them 
since the ED and a view that their own needs were less important than the SED’s.
“It wasn’t like I was jealous because I knew that It was for a reason and she needed 
the attention. It was just almost that kind of thing like, ah, like, Tm fine, but I still need 
time and I still need attention from my parents and I still need care, but I didn’t get 
any because my sister’s III.” (Amy, 17years)
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“Keeping Zoe well was- and happy- was what became, became important and 
everything else sort of became unimportant really. ” (Beatrice, 17y ears)
“Discussing things like homework or my social life are such small, unimportant 
subjects compared to what Chloe’s going through." (Hannah, 15 years)
I Can’t Be Me
Indeed, not only did siblings imply that their own needs had become less important, 
but also that they needed to hide parts of themselves, specifically feelings that were 
deemed ‘not allowed’, unfair (for example ‘blaming’ the SED for the ED) or 
dangerous.
“Sometimes I feel like I can’t enjoy my food because I know that she’s not enjoying 
hers, so It’s, I don’t, I don’t like to sit there and appreciate my food because I know 
that she’s not, she’s not enjoying hers. So, I just kind of feel really awkward with 
what to do with myself. ’’ (Grace, 14 years)
“You can’t be angry at her because If you’re angry at her then she starves herself. ’’ 
(Camilla, 17 years)
Underlying siblings’ accounts of their involvement was a sense of there being ‘right’ 
and ‘wrong’ things to do/say. Such was the controlling nature of the ED that some 
siblings described the impossibility of ‘getting it right’ and the danger of ‘getting it 
wrong’.
“Like there’ll be times when she [SEDj wants to talk about It and If you don’t talk 
about It with her she’s offended and she’s all like, ‘what are you like ashamed of me?’ 
and I’m like, ‘I ’m not ashamed of you.’And then there’s other times when she like 
doesn’t want to talk about It and If you accuse her of It she gets all angry at you and 
says that she’s fine. ’’ (Camilla, 17 years)
“I just said, ‘They’re only potatoes, just eat them’ and she [SED] started like really 
shouting at me, and I didn’t know what to do, so I just sat there. ’’ (Grace, 14 years)
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Tm Different
Some siblings responded by identifying themselves as very different from the SED 
and emphasising their ability to cope.
7 think like if you’re a sibling of someone with an eating disorder then that sibling is 
more likely to develop It as well, but I, like I said before. I ’m not really that sort of 
person who deals with things that way.” (Emily, 17years)
“I’m the older sister, I can handle It myself, I can do this myself, I can, like hold my 
emotions and I can take responsibility for myself, like you don’t need to worry about 
me.” (Amy, 17 years)
The Perception of Others
Siblings were aware of how others, particularly those outside their families, viewed 
them in relation to the ED. Many felt ‘judged’ by friends and felt that their own identity 
was being altered by the ED. There seemed to be a desire for their friends to treat 
them as unchanged and to be seen as an individual, not in relation to the SED.
“Like a lot of people are first to blame the family and put like a lot of stress on that. 
And that’s really difficult. ” (Camilla, 17 years)
“I didn’t want to be treated any differently because of Zoe and I don’t think that people 
would really treat me any differently because I don’t really see how It’s very related. ” 
(Beatrice, 17 years)
“I get um embarrassed sometimes that people know that she’s my sister and they 
don’t know that she’s Anorexic. I can feel a bit embarrassed. And [more quietly] a 
bit ashamed sometimes.” (Freddie, 14 years)
I ’ve Changed
Although the experience was challenging, some siblings identified personal growth 
linked to the ED. At an interpersonal level they identified stronger relationships within
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their families. Some siblings felt that their experiences had left them feeling more 
mature and confident in their own resilience.
7 am more confident in myself because I feel like I’ve experienced things that I know 
some people haven’t experienced and that I am able to deal with them, so I should be 
confident in myself cause I can deal with things that other people haven’t dealt with.” 
(Beatrice, 17 years)
As one sibling clearly articulates, whilst living with an ED may be challenging and 
might impact on siblings’ developing identities, it can be hard to pin-point exactly what 
influences the people that we eventually become.
“The way that I am now is like the result of how things were and maybe that’s a good 
thing, maybe that’s a bad thing, but I don’t really know what it was exactly [...] I don’t 
know if that’s just the way that I am, like before it happened, if I was destined to be 
that way, or if it’s because of how things were then. ” (Emily, 17 years)
THEME 3: Looking After Myself 
Avoiding the Eating Disorder at Ali Costs
The ED presented siblings with a situation that had a powerful effect on them. They 
all developed mechanisms to cope. Prominent across accounts was avoidance as a 
coping strategy. Many siblings were active in their avoidance of the ED as a way of 
making it seem 7ess real” (Hannah, 15 years), although for others avoidance seemed 
to happen without their noticing it.
7 kind of distanced myself from all of it. ” (Danielle, 15 years)
“I kind of, I don’t know, made friends with people who I didn’t have to talk about 
serious things with either or just um could kind of just talk about nothing with. ” (Amy, 
17 years)
“I don’t think there was anybody I really spoke to. I just, I watched TV shows to be 
honest and I sort of didn’t live In the real world and sort of shut everything out. Yeah, 
and became obsessed with things that didn’t really exist.” (Emily, 17 years)
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Whilst avoiding thinking about or engaging with the ED was the most prominent 
coping strategy, siblings acknowledged that this was not always possible due to the 
ED’S pervasiveness and others forcing their engagement. Siblings reflected upon the 
paradox of wanting to avoid all mention of the ED whilst also wanting to be involved 
and informed.
“At mealtimes there were always reminders and I was always kind of, had to like see 
what was happening and I would always kind of have to go and kind of listen to the 
fighting and there was always someone asking me about my sister and always 
someone kind of reminding me kind of all the time I guess about it. So I tried to block 
it out but it didn’t really work. ” (Danielle, 15 years)
“It does conflict my mind how I do like to be part of it, but then I don’t actually want to 
know. ” (Hannah, 15 years)
Optimism v Acceptance
To avoid the realities of the ED, some siblings took a very positive stance towards the 
future, engaging almost in ‘magical thinking’ about the SED’s recovery, perhaps to 
maintain a sense of hope and optimism. By contrast, some siblings adopted a 
powerless position of acceptance of the ED as their new, unchangeable reality.
7 like to think that she’s actually, she was always getting better no matter where she 
is she is always going to get better, so, I mean, if they were sort of saying ‘oh she’s 
looking really thin’. I ’d think ‘actually she’s not looking too bad’ sort of.. I think it was a 
bit of a defence mechanism.” (Beatrice, 17 years)
“It’s gone on for so long that it’s just, it feels like, like, the way of life now, yeah. So, I 
Just go about it like it Just is. ” (Grace, 14 years)
Who Can Help Me?
Siblings appeared to want, at times, to actively engage with thinking about the ED 
and its effects. To avoid burdening parents, some turned to friends, others to 
teachers or therapists. Those siblings who were offered the opportunity to meet
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with other siblings largely found it helpful to know that others were experiencing the 
same things as them. This was not available to every sibling.
7 thought I was the only one feeling like confused and annoyed at stuff, but then 
when I talked to other siblings it was kind of they were going through the same thing, 
so it was nice to kind of talk to someone that kind of understood it. ” (Danielle, 15 
years)
7 suggested doing a sibling one [support group] and the idea was kind of brushed 
over due to costing and time.” (Hannah, 15 years)
Many siblings seemed to feel that the task of looking after themselves was theirs 
alone. However, for some support was imposed by parents, teachers or clinicians.
At times they felt forced into engaging with services that they didn’t want contact with, 
but some at the time, or with hindsight, considered this imposition of support helpful. 
In general siblings seemed to find subtle forms of support more helpful than overt 
interventions. However for some, despite a range of support offered, nothing felt 
quite right.
“We had to go to this family therapist for a bit and I really, really didn’t want to do that 
and I thought it was all stupid and I just sat there with my arms folded and I didn’t 
participate much in it. And we had to do this group thing with like different families 
with the same problem and again I didn’t really want to participate in that and I ended 
up leaving halfway cause I just hated talking to different people about it. ” (Emily, 17 
years)
“He [teacher] was, you know, supportive, but not in an obvious way, you know. I, I 
would have found It a bit hard if he did talk about it, you know, a little awkward, but 
that he knew, that he knows about it, that felt, you know, quite supportive.” (Freddie, 
14 years)
“Although I liked being left alone that probably wouldn’t have... if they didn’t make the 
effort to get me to speak then maybe it would’ve turned out even worse. ” (Emily, 17 
years)
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DISCUSSION
Siblings are presented as affected by the ED which they perceive to have taken over 
their lives, supporting previous research (Areemit et al, 2010; Garley & Johnson, 
1994). Siblings take on an observing role, trying to make sense of the ED. Their 
developing identities are impacted upon by external preconceptions of EDs and their 
new place in the family as sibling whose problems are perceived to be less important. 
Siblings are active in navigating their proximity or distance from the ED as a 
protective measure.
Conceptualising EDs
Similarly to previous studies (Dimitropoulos et al., 2009; Garley & Johnson, 1994) 
some siblings report wishing that they had known more about EDs prior to the SED’s 
diagnosis in the hope that they could have prevented deterioration. Following 
diagnosis however, the picture is more complex. The common-sense model of 
illness (Leventhal, Meyer & Nerenz, 1980) describes mechanisms through which 
people understand illness. Illness representations are constructed by drawing on 
three information sources; prior ‘lay’ information, information from ‘authoritative’ 
others and information from personal experience (Hagger & Orbell, 2003). Siblings 
reported having little prior knowledge of EDs before the SED’s diagnosis to draw on, 
although they may have been aware of a public perception of people with ED 
diagnoses as to blame (Crisp, Gelder, Rix, Meltzer & Rowlands, 2000). Siblings 
gathered information from ‘authoritative’ others at hospital ‘sibling days’, via books 
and from parents, although some felt ‘kept in the dark’. The information requested 
seemed to be, similarly to previous research, reassurance as to ‘normal’ responses to 
EDs and the possible future course of the ED (Dimitropoulos et al., 2009), but not ED 
causation. Interestingly, given its accessibility, internet research was rarely 
mentioned. Crucially many siblings cited their main source as personal experience of 
observing the SED and, for them, this was sufficient. Interventions such as online 
information/forums and sibling-support groups might address this need. Indeed 
siblings seemed keen to meet other siblings who were going through the same 
experience. There is some generic support for mutual-help groups (Pistrang, Barker 
& Humphreys, 2008) and online forums (White & Dorman, 2001) in the literature.
This reticence to access information is paralleled by most siblings’ ambivalence 
around engaging with the ED. Avoidant strategies are common amongst carers of
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young people with first episode psychosis, although such strategies are associated 
with psychological distress (Cotton et al., 2013). This adolescent challenge - wanting 
adult independence, but also protection (Papalia, Wendkos Olds & Duskin Feldman, 
2009) - presents difficulties for parents and professionals in addressing siblings’ 
needs and highlights the importance of siblings having choice.
Despite little information regarding ED development all siblings had an understanding 
of EDs and their causation. Previous research indicates that these 
conceptualisations involve attention-seeking and manipulative explanations (Areemit 
et al., 2010; Garley & Johnson, 1994). This study did not support this. Siblings 
focussed on externalised explanations and acknowledged biopsychosocial models of 
ED causation (Polivy & Herman, 2002). Attribution theories (Kelley & Michela, 1980) 
identify types of information (for example, salience and primacy) which influence 
attributions of causation, processed in the context of the perceiver’s pre-held beliefs. 
Behaviour consistent with expectations of the actor is attributed to personal factors 
whereas inconsistent behaviours are attributed to situational factors (Kelley &
Michela, 1980). Consistent with attribution theories ED behaviours seemed 
inconsistent with the SED and were therefore attributed to situational (ED) factors. 
Some siblings felt that this ‘externalisation’ had been instinctive while others 
appeared to adopt this stance with others’ encouragement. Differences in siblings’ 
relationships with and perceptions of the SED prior to diagnosis might account for 
variability in the extent to which ED-related behaviours were viewed as consistent or 
inconsistent with expectations. This study did not explore the early relationship 
between the sibling and SED in depth and as such, conclusions cannot be drawn.
Externalising EDs allows for linguistic separation between the individual and illness 
(Weber, Davis & McPhie, 2006). This belief that the locus of control lay outside the 
SED seemed to shape siblings’ responses. They describe not saying what they 
really felt as it was ‘wrong’ to be angry with the SED, who was not to blame. These 
feelings remained unexpressed. Externalisation of EDs is taught as a coping strategy 
within support programmes for carers (Gisladottir & Svavarsdottir, 2011 ; Treasure, 
Schmidt & Macdonald, 2010), which appear to reduce carers’ psychological distress 
(as measured by the GHQ-12) (Pepin & King, 2013). Uehara et al. (2001) speculate 
that externalising the ED had helped carers to become less focussed on illness- 
related behaviours, reducing stress and enabling more positive family interactions. 
Perhaps externalising is most helpful when siblings/carers are simultaneously
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provided with opportunities to express feelings such as anger/resentment away from 
the SED; a key element of carers’ workshops (Sepulveda, Lopez, Todd, Whitaker & 
Treasure, 2008). Siblings could benefit from holistic psycho-education programmes 
rather than techniques used in isolation.
Self and identity
This is the first study to recognise issues of adolescent siblings’ identity. This study 
takes a Self-Determination Theory (SDTj perspective, making three assumptions. 
Humans have an innate tendency towards growth and development, they are active 
in contributing to this growth and this development occurs in continuous interaction 
with the social environment (Soenens & Vansteenkiste, 2012).
SDT defines the ‘self as the “growth-oriented tendency” (Soenens & Vansteenkiste, 
2012, pg.383) striving for increasing integration and organisation. It is motivated by 
intrinsic psychological needs necessary for well-being: competence, autonomy and 
related ness (Soenens & Vansteenkiste, 2012). For siblings these values may be 
threatened. Siblings describe never being able to ‘get it right’ with the SED; 
threatening their sense of competence. It is important to note that for some siblings 
taking on and managing responsibilities fostered a feeling of pride. Challenges to 
autonomy and uniqueness took the form of others showing diminishing interested in 
them. Some siblings perceived others to be viewing them solely in relation to the 
SED by questioning whether the sibling would also develop an ED; an assumption 
not supported by research (Latzer et al., 2002; Vandereycken & Van Vreckem, 
1992b). Perhaps to regain autonomy some siblings positioned themselves as 
different to the SED, a common phenomenon amongst siblings of the same gender 
and similar age (Whiteman et al., 2011).
Society also viewed siblings in relation to the SED resulting in ‘courtesy’ stigma 
(Goffman, 1963), which has been associated with psychological distress (Ostman & 
Kjellin, 2002) and strained/distant relationships with those outside the family 
(Corrigan & Miller, 2004). Strained/distant relationships may be the result of public 
stigma leading to avoidance of the families for fear of ‘contamination’ or family’s ‘self­
stigma’ resulting in a desire to hide from the public. This complexity seems pertinent 
for siblings, many of whom chose not to disclose the ED either to avoid engaging with 
it or to stop friends treating them differently. This secrecy is likely to impact 
relationships with friends which are crucial for identity exploration and the third need;
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related ness. This withdrawal from friends and changed relationships within the 
family, supported by previous studies (Areemit et al., 2010), serves to separate 
siblings from nourishing relationships. Often families’ greater concern is with the 
stigma experienced by their relative (Corrigan & Miller, 2004). This might indicate 
that siblings are putting the SED’s needs first by not sharing information thereby 
denying themselves access to a support network and need satisfaction. Ryan and 
Deci (2000, pg.75) explicitly state that contexts in which intrinsic psychological needs 
cannot be met may lead to “the conditions for alienation and psychopathology”
SDT views ‘identity’ as a set of “characteristics, values, aspirations, and 
representations that people use to define themselves” (Soenens & Vansteenkiste, 
2012, pg.384). For some siblings their identity seemed obscured by their positioning 
as ‘we’; family identity seeming clearer than personal identity. An identity provides 
opportunities for, or detracts from, need satisfaction. SDT proposes that identity is 
developed through exploring ‘identity-relevant’ activities; a process limited for 
siblings. For example, as indicated in previous research (Latzer et al., 2002; Loeb, 
Hirsh, G reif & Hildebrandt, 2009), siblings’ roles within the family became, for some, 
fixed as ‘carer’, restricting opportunities to explore different ways of being. This 
exploration can be intrinsically (contributing to well-being and optimal functioning) or 
extrinsically motivated (Soenens & Vansteenkiste, 2012). Given the complexity of 
siblings’ situations, much of their behaviour is extrinsically motivated, limiting identity 
exploration congruent with the self, for example hiding their genuine feelings, 
responses and needs following external pressure. This seemed reduced when 
siblings met other siblings, shared their experiences and recognised their responses 
as valid. However the ED also presented opportunities leading to discoveries of 
unexpected confidence and resilience. Such personal growth was under-represented 
in this study compared to other literature (Goeke & Ritchey, 2011 ; Luckens & 
Thorning, 2011 ; Perkins et al., 2004). This could be due to the on-going nature of the 
ED limiting opportunities for reflection.
SDT utilises the concept of ‘introjection’ to describe the process by which one ‘takes 
in’ others’ values even when incongruent with the self. Some siblings appeared to 
have introjected the devaluation of their own needs as compared to the SED’s, 
leading them to attend less to their own needs. Similarly siblings were clear that it 
was important not to burden their parents, again hampering their own need 
satisfaction. There is some indication that ‘parentification’ (which is poorly defined.
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but suggestive of the child caring for parents) can impact on a child’s identity 
development by limiting their ability to contain and express emotions (Early & 
Cushway, 2002). This adds weight to the theory that demands such as the role of 
carer when put on children may have a negative impact on their developing identity.
lanni (1989) linked the development of a positive sense of self with adults presenting 
consistent values and expectations. Communities which cannot provide this 
consistency are associated with adolescents who manifest role confusion and 
diffused sense of self. Siblings have grown up in families in which values may have 
been consistent, but shift under the pressures of EDs. Siblings find themselves 
expected to take on more responsibility, act more ‘maturely’ and become more self- 
sufficient. There is also a shift in how society views siblings. Many chose not to tell 
friends about the ED. Perhaps through secrecy siblings may be attempting to 
maintain a sense of consistency. It is unclear if there are long-term consequences of 
this, potentially transient, inconsistency in values on identities.
Implications for Parents and Professionais
Parents and professionals have a responsibility to support siblings in achieving their 
potential through providing space for them to explore and develop. Counselling 
Psychologists working with families may be in a position to provide ‘sibling groups’ 
either in person or online to offer mutual-support opportunities for siblings. 
Counselling Psychologist can give information to siblings, formally or informally, 
regarding the possible course of the ED and ‘normal’ responses to it. Crucially 
Counselling Psychologists can support siblings to makes choices as to what support 
they access and the extent of their engagement with the ED. Furthermore 
Counselling Psychologists can advise parents and other professionals (e.g. teachers) 
regarding supporting siblings at home and in school contexts. Finally everyone 
needs to continue to challenge stigma around mental health, for example through 
supporting initiatives such as ‘Time to Change’ (www.time-to-change.org).
Research implications
Further research could focus on the longer term experience of being a sibling; 
retrospective accounts from older siblings with a focus on identity. The support 
available to siblings from professionals (including the availability and efficacy of 
sibling support groups), the support offered by parents and the role of schools in 
supporting siblings all need further exploration. This study emphasises the
150
importance of further understanding issues around stigma of EDs, the families’ 
experiences and the role of schools in informing young people about EDs. None of 
the SED’s represented in this study were male. For siblings of male SEDs the 
experience of stigma might be greater.
Limitations
Although numerous parents expressed relief that this study was being carried out, 
recruitment was challenging. This may reflect siblings’ tendency to avoid 
engagement with EDs or could indicate that only a minority felt greatly affected by the 
ED. Participants were most effectively recruited with the involvement of their parents 
and it is not possible to know to what extent they might have felt organised by parents 
to participate.
Participants were interviewed over the telephone, creating a relational distance. This 
may have aided disclosure particularly amongst an adolescent population who are 
used to communicating via technology, although could have resulted in less of a 
rapport between participant and researcher. Furthermore only verbal data was 
available for transcribing and so nuances of body language were lost. However, as 
thematic analysis does not prescribe stringent guidelines for transcribing interviews, 
the use of purely verbal data is minor.
Braun and Clarke (2006) have set out a clear process for Thematic Analysis however 
it remains a flexible analytic process. This allows for the researcher to tailor the 
analysis to the research question, but opens up greater room for the researcher’s 
presumptions to cloud the procedure.
CONCLUSION
Siblings have been presented as profoundly affected by the ED which is perceived to 
have taken over their lives. They actively try to make sense of the ED, whilst 
avoiding it as a way of coping. This occurs whilst adolescent siblings need space 
and opportunity to explore their own developing identities. Siblings appear to feel 
alone in looking after themselves. Parents and professionals are undoubtedly aware 
of these challenges, however it is time for this to be made explicit and for expertise to 
be shared to prevent siblings from being negatively affected by the ED.
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PERSONAL LEARNING
Undertaking this research required me to think carefully about a number of key 
issues. This was crucial both in terms of my own learning as a researcher and 
clinician, but also as an element of the research endeavour; reflexivity. It was 
important for me to identify my own assumptions and biases to ensure that I was 
aware of the ways in which I was influencing the research.
Methodology
Carrying out this research has required me to closely examine my own beliefs about 
truth and epistemology. Starting from a position of greater familiarity with quantitative 
methods, the seeming flexibility of Thematic Analysis challenged my natural tendency 
to want to ‘follow the rules’ and required me to think for, and about, myself. I have 
grappled with the lack of generalisability of findings within qualitative research and as 
such the extent to which this study can inform and guide policy. However I have 
been reminded of how different each person, each family, each ED is. Whilst I have 
been looking for similarities and differences across each account, it has been 
important to remember that we are all intrinsically unique. As such, each person’s 
account is just that, their story, their meaning making, their perspective. It is not for 
me to question that. I am, however, able to present themes which capture these 
perspectives, allowing for these accounts to be used more widely.
Responsibility
I approached this research motivated by academic interest after observing families 
whilst working in an inpatient ED service. I was struck by siblings’ willingness to 
share their stories with me - a stranger on the telephone. It has made me aware of 
the unique privilege and responsibility afforded to researchers. This responsibility 
has weighed heavily on me. Do I really have the right to ask such intimate 
questions? How can I protect the anonymity of these participants without 
compromising the data? I had the sense that many siblings felt some relief in sharing 
their experience with another person and so I again felt a responsibility to provide a 
space in which they could feel heard.
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When interviewing people under 18 years old, I was not only liaising with and 
considering my participants, but also their families, particularly their parents. In some 
cases participants (16-18 years) contacted me directly and I had no interaction with 
their parents. However for younger participants, it was usually their mothers who 
contacted me and my first interaction with the participant was during.the interview. I 
wondered how this was for the participants. How willing were they really to 
participate? I made sure to have a conversation, however brief, directly with the 
participant before the interview started to encourage them to ask questions and to get 
a sense of how willing they were to participate. For some of the participants, it was 
after this interaction that I suggested we reschedule the interview time, a time that 
their parent had suggested, because they seemed unsure or distracted. I was 
mindful throughout the interview itself about these issues of consent and, at times, 
felt myself probing a little less closely that I might usually when the participant struck 
me as ambivalent.
However this presented me with a personal and ethical dilemma. I wanted to pass 
this training, in order to do so I needed to pass this research study, in order to do that 
I needed participants. However, I was reassuringly bound by the requirements of the 
ethics committee. As much as I felt the pull to coerce someone in to participating, or 
to advertise for participants in ways other than those specified for the Ethics 
Committee, I did not. By following the correct procedure and therefore having a 
potentially smaller pool of participants, each recruited participant was precious and 
very much wanted.
Therapist or Researcher?
My experience prior to this training was predominantly in the therapeutic realm and 
so a research-focussed interview felt alien. Reflecting on my first interviews, my style 
was much more that of humanistic counsellor; reflecting, empathising and 
summarising (Clarkson, 2003). Whilst useful skills for clarifying the participants’ 
words, this was not sufficient for getting an in-depth account for research purposes. 
The best feedback was from transcribing the interviews; reflecting on the strengths 
and weaknesses of my questions/responses. By transcribing each interview before 
carrying out the next, I was able to take each learning point forward, and I could see 
a clear improvement in my technique from interview to interview. Whilst I learnt a 
great deal about how to carry out an interview, I was left with questions that I suspect
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I will continue grappling with for some time. How far is it ethical to probe a 
participant? When is it acceptable to reassure a participant and correct a 
‘misunderstanding’ (for example that they were responsible for their sibling 
developing an ED)?
Personal Impact
An element of carrying out this research which proved unexpected was its impact on 
me. I struggled to fully understand at an emotional level what drew me to this topic, 
however I was increasingly aware of the new way in which I viewed my family as a 
result. Listening to participants talk about the differential treatment that they noticed 
at home and their evolving relationships with different family members has left me 
dissecting my own family relationships. I found myself acutely aware of even very 
small differences in how my brother and I were treated. I discovered that the more I 
attended to this detail, the more affected I was by any inequality that I perceived, 
however small. I found myself, as perhaps many of the participants did, trying to 
avoid noticing these things in an attempt to preserve the good sibling relationship. 
The strong reaction that I had in the context of a grown-up family not battling an ED 
throws in to relief the strength of feeling that must abound when an ED is present.
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APPENDIX A
UNIVERSIITY
Advert for Participants
My nam e is Jenny Grunwald and I am a trainee Counselling Psychologist based in the 
Psychology Department at the University o f Surrey. I am researching the experiences of 
brothers and sisters o f people with the diagnosis o f an eating disorder. Many people can find 
this really upsetting but people respond in d ifferent ways; some people like to get very 
involved and help out as much as possible, but other people like to get away from all the 
worry at home. I am looking for 11-18 year-olds who have a brother or sister with an eating 
disorder diagnosis and have never them selves had the diagnosis o f an eating disorder and 
would be w illing to be interviewed over the telephone. The interview will take about one hour 
and I w ill pay fo r the cost o f the phone call. I hope that by taking part in this study you would 
be helping to make things better fo r future brothers and sisters o f people diagnosed with an 
eating disorder. The research has received favourable ethical opinion from the Faculty o f Arts 
& Human Sciences, University o f Surrey Ethics Committee.
If you are interested in taking part and/or would like some more information please have a 
look at the ‘Participant Information Sheet’ or get in touch with me directly by email 
(j.grunwald@ surrey.ac.uk) or phone (07570804049).
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APPENDIX B
Interview Schedule
1. Demographics
a. How old are you?
b. Are you male or female?
c. How would you describe your ethnicity?
d. W ho is in your fam ily/was in your fam ily growing up?
Prompts: How many brothers/sisters do you have? How old are they? Do you 
all live together? Do you live with your Mum and Dad? Are there any other family 
members who you are close to (e.g. Grandparents)?
e. W hat diagnosis does your brother/sister have?
Prompts: Anorexia Nervosa, Bulimia Nervosa or EDOS? Have they been in 
hospital?
f. How long have they had this diagnosis and had difficulties with eating?
g. Have you ever had any difficulties with food?
2. Can you tell me a bit about how things have been fo r you since your brother/sister 
became ill?
Prompts: Can you tell me more about relationships in your family? What has been the 
impact, if any, on you all? Do your feelings about this change? Do you have other 
feelings about it at other times?
3. W hat do you understand by the diagnosis o f an ‘eating disorder’?
Prompts: Have you told your friends about your brother/sister’s illness -  how did 
you/would you explain it to your friends? Where has your understanding come from?
4. If things could have been different since your brother/sister became ill, how would you 
have liked it to be?
Prompts: How would you have liked those things to have come about?
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APPENDIX D
Siblings & Eating Disorders: Siblings' Understanding of 
Eating Disorders
PARTICIPANT CONSENT FORM
•  I the undersigned voluntarily agree to take part in the study about Siblings and Eating 
Disorders.
•  I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators o f the nature, purpose, location and likely duration o f the 
study, and o f what I will be expected to do. I have been advised about any discomfort 
and possible ill-effects on my health and well-being which may result. I have been given 
the opportunity to ask questions on all aspects o f the study and have understood the 
advice and information given as a result.
•  I agree to comply with any instruction given to me during the study and to co-operate fu lly 
with the investigators. I shall inform them imm ediately if I suffer any deterioration o f any 
kind in my health or well-being, or experience any unexpected or unusual symptoms.
•  I consent to m y personal data, as outlined in the accompanying information sheet, being 
used fo r this study and other research. I understand that all personal data relating to 
volunteers is held and processed in the strictest confidence, and in accordance with the 
Data Protection Act (1998).
•  I understand that I am free to w ithdraw from the study at any time up to 30*^ M ay 2013 
w ithout needing to justify  my decision and w ithout prejudice.
•  I consent/do not consent [de le te  as a p p ro p ria te ] to being invited to participate in a future 
research study relating to siblings o f people with eating disorders in late 2013 and in to 
2014.
•  I confirm that I have read and understood the above and freely consent to participating in 
this study. I have been given adequate tim e to consider m y participation and agree to 
comply with the instructions and restrictions o f the study.
Name o f volunteer (BLOCK CAPITALS) ...............................
Signed ...............................
Date ...............................
Name o f researcher/person taking consent (BLOCK CAPITALS)
Signed ................................................
Date ............................................
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Siblings & Eating Disorders: Siblings' Understanding of 
Eating Disorders
PARENT CONSENT FORM
•  I the undersigned voluntarily agree t o ............................................................... (m y son/daughter)
taking part in this study about siblings and eating disorders.
•  I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators o f the nature, purpose, location and likely duration o f the 
study, and o f what m y son/daughter will be expected to do. I have been advised about 
any discom fort and possible ill-effects on my son/daughter’s health and well-being which 
m ay result. I have been given the opportunity to ask questions on all aspects o f the study 
and have understood the advice and information given as a result.
•  I consent to m y son/daughter’s personal data, as outlined in the accompanying 
information sheet, being used fo r this study and o ther research. I understand that all 
personal data relating to volunteers is held and processed in the strictest confidence, and 
in accordance with the Data Protection Act (1998).
•  I understand that m y son/daughter is free to w ithdraw from the study at any tim e up to 
May 2013 w ithout needing to justify  his/her decision and w ithout prejudice.
•  I consent/do not consent [de le te  as a pp ro p ria te ] to  m y son/daughter being invited to 
participate in a future research study relating to siblings o f people with eating disorders in 
late 2013 and in to 2014.
•  I confirm that I have read and understood the above and free ly consent to m y 
son/daughter participating in this study. I have been given adequate tim e to consider 
his/her participation and agree to comply with the instructions and restrictions o f the study.
Name o f parent/guardian (BLOCK CAPITALS) ..........................
Email Address ...........................
Phone Num ber ...........................
Postal Address ...........................
Signed............................................................................. ..............................
Date................................................................................. ..............................
Name o f researcher/person taking consent (BLOCK CAPITALS)
Signed .......................................
Date ............................................
169
uiNn/ERsrrYi3F
APPENDIX F -  Participant Information Sheet
Siblings & Eating Disorders: Siblings' Understanding of 
Eating Disorders
Introduction
My name is Jenny and I am a trainee Counselling Psychologist based in the School or 
Psychology at the University o f Surrey, Guildford. This means that I already have a university 
degree in psychology, and am taking my studies further by now studying at post-graduate 
level fo r a doctorate qualification (the training program m e is called a PsychD programme, 
meaning it is only fo r people who already hold a degree plus relevant experience). In order 
fo r me to study at this post-graduate level, I need to have relevant experience too, fo r 
example I have worked with young people with eating disorders and their fam ilies and I have 
also worked in the counselling service o f a college.
As part o f m y training on this PsychD programme to become a counselling psychologist, I 
have to conduct research with members o f the public. I am researching what it is like to be 
the brother or sister o f someone with an eating disorder. W hen someone in your fam ily  is ill it 
can be a very stressful tim e and I th ink that it is important to ask brothers and sisters o f people 
with eating disorders how it is fo r them and w hat m ight help them to manage.
I would like to  invite you to help me with this by taking part in my study. To help you decide if 
you would like to take part, please read this information sheet so that you know w hat you 
would be asked to do.
What is the study about?
I am interested in researching what it is like to have a brother or sister with an eating disorder 
diagnosis. Many people can find this really upsetting but people respond in different ways; 
some people like to get very involved and help out as much as possible, but other people like 
to get away from  all the worry at home. Sometimes parents and doctors get so focussed on 
the person with the eating disorder diagnosis that they can forget that brothers and sisters 
m ight need some help. I would like to know more about your responses and reactions to  your 
brother or sister having the diagnosis o f an eating disorder and how you have lived with it. I 
hope that this will help me to inform eating disorders services and support groups about how 
brothers and sisters can be helped and not forgotten.
Whv have I been invited to take part?
You have been invited to take part because you are 11-18 years old, have never had an 
eating disorder diagnosis yourself and have a brother or sister who either has an eating 
disorder diagnosis or had an eating disorder diagnosis in the past, specifically Anorexia 
Nervosa, Bulim ia Nervosa or Eating Disorder Not O therwise Specified (EDNOS).
Do I have to take part?
No. Taking part in this study is entirely up to you. To help you decide whether or not to take 
part, you can ta lk it over with friends and family. You can also contact me fo r further 
information and I w ill be happy to answer any questions. My contact details are at the end o f 
this information sheet.
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Even if you agree to take part, you can choose not to answer all o f the questions in the 
interview. You can also w ithdraw  from the research at any time, up until 30*^ M ay 2013 
I need to write up w hat I’ve found out), w ithout having to give any reason.
W hether you decide to take part in this research or not, your decision w ill have no  effect on 
your brother or sister’s care.
H ow  d o  I agree  to  take  pa rt?
If you th ink you m ight like to take part, or you aren’t sure and would like to  know more then get 
in touch with me. You can phone, text, email or write to  me; whichever you would prefer. I 
w ill get back to you w ithin 2 days (but probably sooner). W e will then have a chat about the 
research and you can ask any questions that you have and your Mum or Dad can do the 
same if they would like to. Once you have made up your mind (you can take as long as you’d 
like) and if you decide to take part I w ill send you a consent form . I can post it to you or email 
it to you -  you choose. The form is to show that you have definitely decided to take part (don’t 
forget that you can change your mind at any tim e) it also says that all information about you is 
kept confidential in accordance with the Data Protection Act 1998. If you decide to go ahead 
you would need to sign the form and either post it to  me or scan it and email it to me. I would 
then check that you have filled in each part o f the form and signed it.
If you are under 16 years old then your Mum, Dad or Guardian will also have to sign a 
Consent Form to say that they have understood w hat the research is all about and they 
support you taking part. This form  would also have to be either posted to me or scanned and 
emailed. A lthough your Mum, Dad or Guardian have to agree to you taking part, if you say 
that you don’t want to, you don’t have to.
W ha t w ill I have to  do?
If you agree to  take part please contact me and let me know that you want to be part o f this 
research. I w ill get in touch with you so that I can answer any questions that you m ight have 
and we can organise the consent forms. Once that is complete I w ill get in touch with you to 
arrange a tim e fo r the interview. The interview will take place over the telephone. W e can 
agree together what time it w ill take place and I will phone you, so that you don’t have to pay 
fo r the phone call. You can decide whereabouts you would like to be when you take the 
phone call so that you are somewhere private where you w on’t be disturbed. You m ight 
prefer it if you know that your Mum, Dad, Brothers and Sisters cannot overhear your 
conversation. The interview will probably last about an hour, but defin itely no longer than an 
hour and a half. Although it’s called an interview you won’t be tested and you w on ’t have to 
do any revision or studying beforehand. During the interview I w ill ask you a few  questions 
about how it has been fo r you to have a brother or a sister with an eating d isorder diagnosis. I 
will be audio-taping our conversation on a recording machine to make sure that I don ’t forget 
anything that we have spoken about. It w ill record while we are talking together normally.
You won’t need to have a m icrophone. I w ill keep the tape very safely (locked away) and 
destroy it after 10 years.
Does w h a t I sa v  g e t shared  w ith  anyone  e lse?
W hat you say will remain confidential and will only be seen by me and possibly by som eone 
who will help me to type up the interview. I w on’t be telling your parents what you say. Your 
name and all personal details about you will be kept anonymous in the study. This m eans 
that information like where you live, your name, your age e tc... w ill be changed so that no-one 
could identify you personally.
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Research is always supervised by someone more senior. My research supervisor w ill have 
access to the information about you during the research study, as supervision is to help me to 
ensure I am conducting the research properly and according to ethical guidelines. Your real 
name would not be used during these sessions and I would use a m ade-up name to identify 
you. My supervisor’s name and contact details are at the end.
No clinical professions involved in your brother o r sister’s care will have access to the 
information you give me during the research and so their treatm ent w ill not be affected 
whether you take part or not.
All information gathered during this research study will be stored securely in a locked filing 
cabinet, in accordance with the Data Protection Act 1998 and destroyed after 10 years. Audio 
recordings made by me o f your answers will also be destroyed after 10 years.
It is possible that you m ight tell me something which suggests that you or someone else m ight 
be at risk o f significant harm. If you do disclose this, then I m ay need to report this to 
someone else. This would usually be discussed with you first.
W ha t happens w hen  the  research  s tu d y  is  co m p le te d?
Research takes time, often years, to complete. By then you m ay have forgotten all about it! 
Researchers usually like to have the ir research findings published in relevant journals so that 
others working in the same field can learn more. These are usually academ ic journals which 
the public don’t tend to read. I can send you a copy o f the final research study if you would 
like, plus copies o f any articles in which the research is published. This piece o f research w ill 
be completed by around July 2013.
Sometimes we present our research findings at meetings (for instance, at carers’ support 
groups or conferences fo r professionals). Again all your personal details (like your name, age 
and where you live) would be kept confidential and no-one will be able to work out who you 
are.
W ha t are the  b en e fits  o f  ta k in g  p a rt in  th is  resea rch?
The research gives you an opportunity to talk about what it is like to have a brother or sister 
with an eating disorder diagnosis, which you m ay or m ay not have done lots before.
However, there may be no direct benefit to you from taking part. Changes to health services 
are based on the findings o f research studies. It is only by talking to real people who have 
been through these sorts o f things that we can d iscover w hat’s working and what needs 
improving. So, by taking part in this study you would be helping to make things better fo r 
future brothers and sisters o f people diagnosed with an eating disorder.
A re  the re  any  d o w n s id e s  o f ta k in g  part?
You may find some o f the questions quite personal. I am not being intrusive by asking these 
questions as they are needed fo r m y research. If you find a question too personal or 
upsetting in any way, you don’t have to answer it. W e can take a break at any tim e during the 
interview. You can also decide not to carry on with it and you wouldn’t have to say why.
Many people can find talking about the ir experience o f having a brother or sister w ith an 
eating disorder diagnosis can be helpful, but others m ay find it brings up upsetting feelings or 
memories. If this happens and you would like some support, then I can spend som e time 
afterwards talking with you or you can speak to your Mum or Dad or you could call the BEAT 
(Beating Eating Disorders) helpline: 0845 634 7650. The helpline is open Mon-Fri evenings 
4.30pm-8.30pm and Sat 1pm-4.30pm.
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W hat i f  the re  is a p ro b le m ?
If you have worries about any part o f the w ay you have been treated during the course o f the 
research study, then you can contact m y supervisor, Mary John. Her contact details are at 
the end o f this Information Sheet.
W ho  is o rg a n is in g  and fu n d in g  th e  research?
The University o f Surrey is sponsoring this research as part o f my training programme.
Has th e  research  been a pp ro ved  b v  a ny  co m m itte e?
The study has received favourable ethical opinion by the Faculty o f Arts & Human Sciences 
University o f Surrey Ethics Committee.
I hope that I have answered all o f your questions about the research study, but please feel 
free to  ask my anything else that I have not covered. My contact details and those o f my 
supervisor are below.
Thank you for taking the time to read this information sh eet
Research be ing  co n d u c te d  bv:
Name:
T itle :
A d d re ss : 
Research Phone: 
Em ail add ress :
Jenny Grunwald
Trainee Counselling Psychologist
School o f Psychology, University o f Surrey, Guildford, Surrey, GU2 7XH
07570804049
j.grunwald@ surrey.ac.uk
Please contact me in whichever w ay is m ost convenient fo r you. If I am unable to answer m y 
phone you will be able to leave a voicemail. I w ill return your call or email w ithin 48 hours.
S uperv ised  bv: 
Name:
T itle :
A d d re ss : 
W o rk  Phone:
Mary John
Registered Consultant Clinical Psychologist and Programme D irector
PsychD Clinical Psychology
University o f Surrey, Guildford, Surrey, GU2 7XH
01483 68 9267
Em ail add ress : m .john@ surrey.ac.uk
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APPENDIX G
Debrief Sheet
Thank you very much fo r participating in this research. I hope that you found it interesting. As 
we have talked about I am hoping that the findings from this research will go towards helping 
people in the future who have brothers and sisters with the diagnosis o f an eating disorder.
W ha t happens next?
Now that we have done the interview there is nothing more that you need to do. I will now 
write up (transcribe) the interview and start to look at all the interviews that I have done to see 
what sim ilarities and differences there are.
W ha t d id  you  f in d  o u t?
If you would like to know more about what I found out in th is study, then I can send you some 
information. Please email or call me and I can do this. It w ill take a little while  fo r the study to 
be complete, but it should all be finished by Ju ly 2013.
W ha t sh o u ld  I d o  i f  I fee l u pse t a fte r the  in te rv ie w  and need som eone  to  ta lk  to ?
Sometimes talking about experiences like this can leave people feeling upset or distressed. If 
you feel this way, there are lots o f people that you could ta lk to. Here are som e ideas.
•  You could ta lk to someone that you know and trust, like your Mum and Dad or a good 
friend.
•  You could make an appointm ent to speak to your doctor (GP).
•  There are lots o f organisations that you could ring where there would be som eone that 
you could ta lk to in confidence.
BEAT (Beating Eating Disorders): 0845 634 7650 or text 07977 493 345 or email fyp@ b- 
eat.co.uk
This helpline is open Mon-Fri evenings 4.30pm -8.30pm  and Sat 1pm-4.30pm.
S am aritans: 08457 90 90 90 orjo@ sam aritans.org 
The helpline is open 24 hours a day, 365 days a year.
C are iine: 0845 122 8622
This helpline is open Mon-Fri lO a m -lpm  and 7pm-10pm.
Thank you again for your help. 
Jenny Grunwald
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I or We 'm different
I can't 
be me
Being
Myself
I'm less important
>  I've changed
Others'
Perceptions
Being affected by the 
ED; it's everywhere
Avoidance Optimism v 
Acceptance
Looking
After
Myself
Accessing
Information
Multifactorial
Causation
Who can 
help me?
Observing
A
Making
Sense
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Appendix I: Themes and a sample of supporting quotes 
BEING AFFECTED: IT’S EVERYWHERE
AMY: “Everyone just changed, just physically, like my Mum lost loads of weight and 
my Dad, I’ve never seen my Dad cry before and that was just the weirdest thing, 
seeing how it just go to us all and we were all just tense.”
BEATRICE: “When everyone’s in the house together then my Dad gets angry at her 
and my Mum then starts sort of getting angry and him for getting angry and her and 
then gets really emotional.”
CAMILLA: ‘When I changed secondary school she was quite depressed which made 
her quite kind of up and down, so I was used to that, um, but I could kind of get away 
from it because like there’d times when she wasn’t herself and I kind of understood 
when she was doing it, but the food thing’s really difficult.”
DANIELLE: ‘Well she wasn’t like my sister any more, she was always being looked 
after and always being checked on and always having someone with her and she 
was always, she’d got really like secretive and like, I don’t know, she just got, she 
was changed like a lot. It was just, everything kind of just went a bit weird. I don’t 
know...”
EMILY “We just weren’t a functional family for a few years. And it would always be 
the problem and we couldn’t like have a day of us just being normal. It was always 
going to be something.”
FREDDIE: ‘We weren’t so, so stressed and we were more of a family, you know, 
less, you know, less than, less of everyone being like in different rooms than we are. 
Being, you know, having to, you know, being very secretive about everything.”
GRACE: “My family’ve kind of like, like it’s sort of like fallen apart.”
HANNAH: “It was a bit frustrating because I think that the siblings really are the 
second ones that are suffering bar the actual patients.”
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MAKING SENSE
Siblings were all clearly very observant of what was going on. They noticed a huge 
change in their lives because of the eating disorder and strove to make sense of it. 
From their experiences they had all developed their own sophisticated understanding 
of eating disorders.
Observing
AMY: “It was just the weirdest thing, of seeing this, this vulnerable, scared little girl 
trapped inside this like monstrous, I don't even know what it was, creature, that 
literally devoured her, it was the most insane thing, but then seeing her come out of it, 
little bit by little bit was so rewarding.”
BEATRICE: “She was so abnormal and she didn’t really want to go out with her 
friends and she didn’t really want to have any contact with any of her friends and she 
really wanted just to stay at home and she’d get very obsessive compulsive and stuff. 
She runs for an hour every day and then she does exercises, like um, muscle 
exercises and sit-ups for like another hour every day and she still does them now.”
CAMILLA: “Well... 1 wasn’t told about it, like you could kind of tell, but 1 wasn’t told 
about it.”
DANIELLE: “I always knew when it was kind of coming cause the tone of her voice, I 
guess, or just like, I kind of knew that there was gonna to be a fight whenever Susie 
got annoyed at something.”
EMILY: “She looked really really ill and 1 didn’t realise what was actually wrong with 
her cause I just saw it as a gradual process rather than one day, wow she looked 
really ill, I just sort of thought that was her.”
Accessing information
AMY: “I think that therapy helped a lot for like me to understand it more.”
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BEATRICE: “I just sort of felt a bit shut out um that she was trying to hide things from 
me and she didn’t want me to know anything about her and I think that was probably 
what hurt most.”
CAMILLA: “You just kind of have to glue everything together and try to figure out 
what’s happening. It’s really difficult for us because, like, if something happens to her 
she’ll just call us and tell us where she is and we’ll have to go there, but we don’t 
know the back story to a lot of stuff.”
DANIELLE: “The sibling days they would kind of explain to us what was kind of going 
on and what was kind of going on in the house and why they were thinking like that 
all that kind of stuff.”
EMILY: “I remember my Mum speaking to her in the next room saying um, ‘You’re 
Anorexic’ and like telling her to her face cause she needed to hear it maybe. And I 
heard it then and I sort of realised that was what was wrong with her.”
GRACE: “Things that I’ve read in books and like from watching my own sister, like, 
seeing her struggle and stuff. I kinda figured out...”
Multifactoral Causation
AMY: “She was like, not her, but Anorexia (we always have to remind ourselves that) 
that it wasn’t her screaming and shouting at us, it was her illness.”
BEATRICE: “I know that it’s like so many factors go in to Anorexia, but I think it was 
like the big change of 1. Moving house and my Grandpa had just died and.... Um... 
like being in separate rooms and... she was doing her GCSEs so she was really 
stressed and... but I always felt that maybe if we had shared a room or if she had had 
somebody... if she’d talked to me more then I don’t know.”
CAMILLA: “I understand that it’s like a chemical imbalance and stuff um, but there’s 
also therapy that’s needed for it and that um that you need to be willing to do it 
yourself to be able to fix it and everything.”
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DANIELLE: “I know it’s like a brain disorder and it’s kind of, she can’t really help what 
she’s doing I guess. And I know that she, there’s something in her brain that makes 
her think that she’s fat or she needs to lose weight. And I kind of know that it’s, she 
has kind of little control over it.”
EMILY: “I know it’s like a way of coping with things, like, it’s partly genetic [...]l guess 
it was a time where my sister was having problems at school and she sort of turned 
towards eating to, so that she had some control over it and it got out of hand and um,
I think it was sort of the, the, the unhealthier you get the more you are spurred on to 
keep trying, it’s like a vicious circle sort of thing.”
FREDDIE: “I think that it’s not really a physical thing, it’s like the mental, you know, 
it’s a mental disorder yeah, you know, getting someone to, you know, getting them to 
put on weight won’t really make them any better, it will make them, you know, er 
better in a way but not better in another way. Yeah, you know, it would make them 
survive a little longer.”
GRACE: “She’s scared of food and she doesn’t want to eat and she’d rather not eat, 
like she can go for ages without eating and she won’t, she won’t feel anything. She’s 
obsessed with like losing weight. She’ll do anything not to get fat, but she’ll see 
herself as fat even though we see her as really skinny, but she’ll still think she’s fat.”
HANNAH: “OK, well I understand that kind of an eating disorder, it is a fear of 
getting, getting fat and kind of, well that doesn’t really cover obesity, but kind of 
Bulimia, Anorexia is kind of fat controlling what you eat to make sure that your weight 
decreases.”
BEING MYSELF
These adolescent siblings were in the process of building their own identities in the 
context of an ED at home. Some siblings’ sense of identity was very apparent, 
whereas others were barely present in the interview, the time being taken up with the 
SED or other family members instead. Some siblings were clear in speaking about 
themselves as ‘I’ whereas others narrated their stories from the position of ‘we’. 
Siblings spoke of the amount of space that they were afforded at home and the 
extent to which they prioritised themselves. Some of their feelings seemed to be
179
disallowed and could not be spoken of. This all in the context of typical adolescent 
development and the stigma of EDs.
/ or We
AMY: “It’s something that we had to help her through and be her backbone for her for 
a while because it’s what we were.”
BEATRICE: “We had to sort of check everything she was eating and then we found 
out like that she was throwing away quite a lot of what we were making her eat.”
BEATRICE: “I guess became more vigilant of her but then I think I realised that it just 
aggravated I felt like it aggravated the disease more that I was interfering and 
somehow with Mummy and Daddy it was different, so I just- even if I did notice I 
wouldn’t actually do anything myself, I would go and talk to Mummy and Daddy but I 
have always felt that really. I’ve felt I need to look out for her just in case.”
CAMILLA: “Sometimes she’ll get off a bus and I’ll have to go to the bus to pick her up 
um, cause my school’s right by the bus stop, because she is like, so fragile.”
CAMILLA: “She kind of choses who she listens to, like sometimes, I would be 
considered a bad person and I’m the mean person and then sometimes, then she’ll 
like go to Mum and complain about me and then sometimes Mum’s the bad person 
so she’ll come to me to complain about Mum.”
DANIELLE: “I didn’t really know what to do to stop it or if I tried to it would just kind of 
make it worse, so I’d just, again I would just keep my head down and not., yeah.”
EMILY: “I just, I kept out of it. Maybe I should have um... like been there for her a bit 
more, but that was really my Mum’s job.”
FREDDIE: “I’m kind of the one who monitors Daisy when she’s not expecting it and I,
I sometimes know what, you know, spy on her.”
GRACE: “I think I’d like to have helped more, like when um, before she was 
diagnosed, I always think I could’ve, I should’ve been able to see her changing, I
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should’ve known that she was being sick and everything and I feel a bit guilty that I 
didn’t say anything.”
I ’m Less Important
AMY: “It wasn’t like I was jealous because I knew that it was for a reason and she 
needed the attention, it was just almost that kind of thing like, ah, like. I’m fine, but I 
still need time and I still need attention from my parents and I still need care, but I 
didn’t get any because my sister’s ill.”
BEATRICE: “I felt like I couldn’t really go and talk to them [parents] about my 
problems because I didn’t want to burden them any more than they already had Zoe, 
maybe they, they’ve always given me exactly the same amount of attention and 
everything.”
BEATRICE : “I didn’t think I was important enough to have a counsellor. I always 
thought you had to be like very like, I don’t know, you need to have something to talk 
about when you were talking to a counsellor. And basically I told myself that I was 
fine and that I didn’t need to have anyone to talk to.”
CAMILLA: “Cause their problems are always bigger than mine cause like, you know. 
I’ll get, ‘Oh, your sister’s dying you should like stop being so selfish’ and I’m like, 
‘Great, OK’ like I’m not allowed to have like normal teen problems.”
DANIELLE: “Cause me and my sister went to the same school, so everyone would 
kind of be asking me a lot of questions about it and I would just not wanna talk about 
it, but it was kind of irritating to have everyone kind of asking me questions; ‘Is Susie, 
is she OK? Is she? What’s happening?’ and I just wouldn’t... I really wouldn’t want 
to talk about it.”
EMILY: “I remember overhearing, almost every night I think, her crying and my Mum 
having to go and speak to her for ages and I sort of stayed in my room [laugh] and I 
guess I felt a bit left out.”
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FREDDIE: “I want Daisy to, you know, have, um someone to make sure that she’s 
safe or under-, you know, me and my other siblings aren’t really getting much 
attention than she is.”
HANNAH: “The way the family are always making sure that she’s happy and that’s 
she comfortable, just kind of how she is put first.”
HANNAH: “I think possibly um me kind of going to them [parents] when they’re sitting 
down eating with Chloe or sorting out meal plans and them saying ‘You know, is it 
important? Why now?’ and me interpreting that as it’s never important.”
I Can’t Be Me
AMY: “At the time I didn’t know what I should be doing and I felt guilty for at the same 
time like wanting to hate her, but feeling guilty for hating her and then and then, I 
don’t know, trying to make up for it by by being with her but then her not wanting me 
to be with her and pushing me away and then it all kind of came out in anger usually.”
BEATRICE: ‘When she got ill I tried not to, sort of basically it was really stupid, I tried 
not to have like arguments about um, I consciously tried, if I was feeling angry or if I 
was feeling annoyed at something, I would go and sort of stay out of everybody’s way 
cause I didn’t want to like lash out at anybody or like make more problems.”
CAMILLA: “If I get angry at her, then her friends will say that I’m being mean to her 
and stuff and they’ll protect her and be all like, ‘you’re being a bad person, you know 
she’s upset’ and they’ll be all like chastising me for being angry at her. And I’m like, 
‘Well, It’s fine for you because you’re her friends, you don’t have to live with her.”
EMILY: “There was one time we were having lunch and I asked if there was any 
cheese on the soup and um, and my Mum said, she sort of paused for a bit, then she 
went, ‘Yeah’ and my sister said ‘Well, I thought you said there wasn’t any cheese’ 
then she threw the bowl over the table and stormed out and my Mum turned to me 
and she said, ‘Why did you have to say that?’ and sort of left and I was sort of sitting 
there thinking, what did I do?”
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GRACE: “Sometimes I feel like I can’t enjoy my food because I know that she’s not 
enjoying hers.”
HANNAH: “Cause we can’t go and talk about new diets that everyone’s doing or that 
we want to exercise more or we can’t go and say, ‘Chloe you’re looking well’ because 
Chloe will just interprets that as us saying that she’s looking fat. So... a lot of 
watching.”
I ’m Different
BEATRICE: “I always felt like I had to be the one in the family who sort of didn’t have 
any emotions about it and just like stayed strong through the whole thing and if my 
Mum came to me crying. I’d I’d have, I should be the one who sort of like cared for 
her.”
BEATRICE: “I didn’t want to ever go down the same road as Zoe um... I knew that if I 
did sort of, I mean I did shut away quite a lot of raw emotions, but I think I still, I still 
let them out regularly enough for it not to be a problem.”
CAMILLA: “I could see the teachers were staring at me expecting me to be like her, 
expecting me to like fall apart under pressure and stuff.”
CAMILLA: “I want to be liked on my own merits cause people judged me because of 
my situation in my old school, so in my new school I want to be like me and not, my 
history and my past.”
EMILY: “I probably couldn’t really put myself in her shoes, um... we’re quite different 
in the way that we handle things maybe, and like, I wouldn’t really, if I felt like I 
couldn’t really control anything, I wouldn’t turn to eating, and start to control that I’d 
probably look at other ways to fix things and... that’s probably why it was difficult for 
me to see how she was feeling.”
EMILY: “I think like if you’re a sibling of someone with an eating disorder then that 
sibling is more likely to develop it as well, but I, like I said before. I’m not really that 
sort of person who deals with things that way.”
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others’ Perceptions
AMY: “I’ve heard people talking about it now ignorantly, ah, it makes me wanna shoot 
them.”
BEATRICE: “We were studying um Anorexia Nervosa and we watched a film about it 
and um I had to go out half way through because I just hated it because everyone 
was just... I knew they weren’t like judging me at all, but I felt like everyone was 
watching the video and they could like see right through me and they could know that 
Zoe was like that.”
BEATRICE: “I didn’t want to be treated any differently because of Zoe and I don’t 
think that people would really treat me any differently because I don’t really see how 
it’s very related.”
CAMILLA: “I personally think there’s a lot of stigma and I think there’s a lot of stigma 
attached to the family as well that people don’t realise. Like a lot of people are first to 
blame the family and put like a lot of stress on that. And that’s really difficult.”
CAMILLA: “If I go to there, it’s just going to be like, ‘Oh, you’re her sister’ and then 
there’s like pointing fingers at me and like and then there’s like looks and stuff.”
FREDDIE: “I get um embarrassed sometimes that people know that she’s my sister 
and they don’t’ know that she’s Anorexic. I can feel a bit embarrassed. And [more 
quietly] a bit ashamed sometimes.”
HANNAH: “I didn’t want to feel like I was getting special treatment, just because my 
sister was ill.”
I ’ve changed
AMY: “It was a time for us to kind of sort out, I don’t know, balance of control and 
power in the family and like who needed to do what and who needed to pull their 
weight and to like take responsibility for things.”
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BEATRICE: “I am more confident in myself because I feel like I’ve experienced things 
that I know some people haven’t experienced and that I am able to deal with them, so 
I should be confident in myself cause I can deal with things that other people haven’t 
dealt with.”
EMILY: “The way that I am now is like the result of how things were and maybe that’s 
a good thing, maybe that’s a bad thing, but I don’t really know what it was exactly 
[...]l don’t’ know if that’s just the way that I am like before it happened if I was 
destined to be that way or if it’s because of how things were then.”
FREDDIE: “It’s a struggle, but once you’ve managed to help her in any way you feel, 
you know, a lot better and a little proud and, you know, that you’ve managed to help 
her, even if, even if it’s like a little thing, you still feel like you’ve done so much.”
GRACE: “I used to be quite close to everybody and my Mum always says that I was a 
really happy girl and everything, and now I just keep to myself and I’m always 
removed from everything, and I’m not sure if it’s because I’m a teenager obviously, 
but I used to be helpful and like want to do stuff with my family, but now if they ask 
me to do something. I’ll be like, ‘no’. I don’t want to do it.”
LOOKING AFTER MYSELF
Every sibling had found a way in which to survive their sibling’s eating disorder.
Some of these strategies were actively employed while others were only noticed on 
reflection. Some offers of support felt forced upon siblings others were sought.
Avoidance
AMY: “I kind of, I don’t know, made friends with people who I didn’t have to talk about 
serious things with either or just um could kind of just talk about nothing with.”
BEATRICE: “Like in my room, it didn’t exist really, and if my Mum had something to 
say to me. I’d kind of move it out of my room and we’d go somewhere else cause my 
room was my little place where Zee’s Anorexia didn’t exist.”
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CAMILLA: “I understand that it’s serious and that something needs to be done, but at 
times I’m like ‘why can’t you just like go away.”
DANIELLE: “At mealtimes there were always reminders and I was always kind of, 
had to like see what was happening and I would always kind of have to go and kind 
of listen to the fighting and there was always someone asking me about my sister and 
always someone kind of reminding me kind of all the time I guess about it. So I tried 
to block it out but it didn’t really work.”
EMILY: “I just put my iPod in and listened to music [laughs] and thought ‘Whatever, it 
doesn’t affect me, she’s taken an overdose, whatever, I don’t really care’ um, and 
then, like maybe lOminutes later, I realised, and started crying and went down to find 
my brother and my Dad and they were talking about it and reassured me and... 
um...”
FREDDIE: “I still want to know about, you know, what’s what’s going on, but at the 
same time I want to keep out of it, so I just go there, living room is a good place to 
go.”
GRACE: “My Mum and my Dad are usually talking about my sister or something, so 
conversations aren’t really fun to have. So I just think it’s best to stay in my room.”
HANNAH: “Um, we haven’t told a lot of my school friends, just because I wanted to 
be able to talk about normal things with them and even the ones that do know, they, 
we don’t talk about it ever.”
Optimism v Acceptance
AMY: “I think I’m a pretty optimistic person, but if I didn’t, if I was, if I was any less 
optimistic than I am now, I would have definitely said, this is the worst, this is not 
going anywhere this is the shittest time of my life.”
CAMILLA: “Like sometimes I just want a normal sister. Like, I know I don’t have a 
normal sister, so there’s not point being all like, ‘why can’t you be normal?’ because 
she’s never been normal.”
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DANIELLE: “I just kind of got used to it I guess, I don’t know.”
EMILY: “They wouldn’t have wanted me to feel like that at all, but I guess it was sort
of inevitable.”
FREDDIE: “I’d say that um, you know. Anorexia gets worse the more you let it go on, 
but it’s hard to stop it, that’s the thing, you know, um..., so just try to make it as easy 
to live with as you can, I think.”
GRACE: “It’s gone on for so long that it’s just, it’s feels like, like, the way of life now, 
yeah. So, I just go about it like it just is. Before I thought that when that when she’d 
go in to hospital she’d come out and everything would be back to normal, but it hasn’t
worked like that, so I just kind of got a bit bored now. Yeah.”
Who Can Help Me?
AMY: “She [friend] was my outlet and she was my person that like my shoulder to cry 
on and it wasn’t anything to do with like official, like wasn’t my Auntie or anything 
like, like, could just give her time to meet without like um.. I don’t know. Without 
being someone, with being my friend at the same time. Not like a therapist or 
anything.”
BEATRICE: “My form tutor was really good because she always, I was, when I was 
always upset, I went to her.”
CAMILLA: “Um... I would talk to, kind of, about friends, but at the same time I don’t 
feel comfortable talking to my friends because I don’t want to seem like the person 
with problems.”
DANIELLE: “I would talk to them about stuff that was going on anyway cause when 
like I need to talk to someone I talk to them, so they kind of knew not to, or how to, 
they would know how to talk to me about it and they would know when to not talk to 
me about it.”
EMILY: “I went to that family therapy thing cause she really wanted me to, but I told 
her I couldn’t stay there and I left halfway through the day just cause I just hated hit
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and she sort of knew that and she tried to get me to um see like a child psychologist. 
In the school, she didn't get me to see the school counsellor, but I saw the school 
counsellor anyway and er... some other person that again didn’t really work.”
GRACE: "She always asks questions like, if I see her during, during the day, but no, 
no, other teachers really say anything. My other teacher, Mr, my SBC teacher, he 
sometimes asks how she is and everything. That’s about it. I think everyone else 
has forgotten to be honest.”
HANNAH: “I’ve been seeing a therapist at the hospital for about 4 weeks or so. And 
so that’s solely about me, but obviously it’s based around the topic of Chloe’s illness.”
HANNAH: “Definitely I actually suggested it to one of Chloe’s doctors that because of 
the fact that there’s parents support group once a week, I suggested doing a sibling 
one and the idea was kind of brushed over due to costing and time.”
188
APPENDIX J
JOURNAL OF ADOLESCENCE -  NOTES FOR CONTRIBUTORS
ARTICLE STRUCTURE 
Subdivision -  Unnumbered Sections
Divide your article into clearly defined sections. Each subsection is given a brief heading.
Each heading should appear on its own separate line. Subsections should be used as much 
as possible when cross-referencing text: refer to the subsection by heading as opposed to 
sim ply ‘the text’.
Appendices
If there is more than one appendix, they should be identified as A, B, etc. form ulae and 
equations in appendices should be given separate numbering: Eq. (A1), Eq (A2) etc.; in a 
subsequent appendix, Eq. (B1 ) and so on. S im ilarly fo r tables and figures: Table A.1 ; Fig.
A.1, etc.
Essential title page information
Title: Concise and informative. Titles are often used in information-retrieval systems. Avoid 
abbreviations and form ulae where possible.
Author names and affiliations: W here the fam ily name m ay be ambiguous (e.g., a double 
name), please indicate this clearly. Present the authors’ affiliation addresses (where the 
actual work was done) below the names. Indicate all affiliations with a lower-case superscript 
letter im m ediately after the author’s name and in front o f the appropriate address. Provide the 
full postal address o f each affiliation, including the country name and, if available, the e-m ail 
address o f each author.
Corresponding author. Clearly indicate who will handle correspondence at all stages of 
refereeing and publication, also post-publication. Ensure that phone numbers (with country 
and area code) are provided in addition to the e-mail address and the complete postal 
address. Contact details must be kept up to date by the corresponding author.
Present/permanent address: If an author has moved since the work described in the article 
was done, or was visiting at the time, a ‘Present address’ (or ‘Permanent address’) m ay be 
indicated as a footnote to that author’s name. The address at which the author actually did 
the work must be retained as the main, affiliation address. Superscript Arabic num erals are 
used fo r such footnotes.
Abstract
A concise and factual abstract is required (maximum length 150 words). The abstract should 
state briefly the purpose o f the research, the principle results and m ajor conclusions. An 
abstract is often presented separate from the article, so it m ust be able to stand alone. 
References should therefore be avoided, but if essential, they must be cited in full, w ithout 
reference to the reference list.
Highlights
Highlights are a short collection o f bullet points that convey the core findings o f the article. 
Highlights are optional and should be submitted ina separate file in the online subm ission
189
system. Please use ‘H llgiths’ in the file name and include 3 to 5 bullet points (maximum 85 
characters, including spaces, per bullet point). See http://www.elsevier.com /highlights fo r 
examples.
Keywords
Immediately after the abstract, provide a maximum o f 6 keywords, using British spelling and 
avoid general and plural terms and multiple concepts (avoid, fo r example, ‘and’, ‘o f) . Be 
sparing with abbreviations: only abbreviations firm ly established in the field m ay be eligible. 
These keywords will be used fo r indexing purposes.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on the first 
page o f the article. Such abbreviations that are unavoidable in the abstract must be defined 
at their first mention there, as well as in the footnote. Ensure consistency o f abbreviations 
throughout the article.
Acknowledgements
Collate acknowledgments in a separate section at the end o f the article before the references 
and do not, therefore, include them on the title page, as a footnote to the title o r otherwise.
List here those individuals who provided help during the research (e.g., providing language 
help, writing assistance or proof reading the article, etc.).
Artwork
Générai points
• Make sure you use uniform lettering and sizing o f your original artwork.
• Embed the used fonts if the application provides that option.
• Aim to use the follow ing fonts in your illustrations: Arial, Courier, T imes New Roman,
Symbol, or use fonts that look similar.
• Number the illustrations according to their sequence in the text.
• Use a logical naming convention fo r your artwork files.
• Provide captions to illustrations separately.
• Size the illustrations close to the desired dimensions o f the printed version.
• Subm it each illustration as a separate file.
A  detailed guide on electronic artwork is available on our website: 
http://www.elsevier.com/artworkinstructions
Formats: If your electronic artwork is created in a M icrosoft Office application (Word, 
PowerPoint, Excel) then please supply 'as is' in the native docum ent format. Regardless o f the 
application used other than M icrosoft Office, when your electronic artwork is finalized, please 
'Save as' or convert the images to one o f the follow ing form ats (note the resolution 
requirements fo r line drawings, halftones, and line/halftone combinations given below):
EPS (or PDF): Vector drawings, embed all used fonts.
TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a m inimum o f 300 dpi. 
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a m inimum of 
1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a 
minimum o f 500 dpi.
Colour Artwork: Please make sure that artwork files are in an acceptable form at (TIFF (or 
JPEG), EPS (or PDF), or MS Office files) and with the correct resolution. If, together with your
190
accepted article, you subm it usable color figures then Elsevier will ensure, at no additional 
charge, that these figures w ill appear in color on the W eb (e.g., ScienceDirect and other sites) 
regardless o f w hether or not these illustrations are reproduced in color in the printed version. 
For c o lo r  re p ro d u c tio n  in  p rin t, yo u  w ill rece ive  in fo rm a tio n  reg a rd in g  th e  c o s ts  fro m  
E lsev ie r a fte r re ce ip t o f  y o u r  accep ted  a rtic le . Please indicate your preference fo r color: in 
print or on the W eb only. For further information on the preparation o f electronic artwork, 
please see http://www.elsevier.com /artworkinstructions.
Please note: Because o f technical complications which can arise by converting color figures to 
'gray scale' (for the printed version should you not opt fo r color in print) please subm it in 
addition usable black and white versions o f all the color illustrations.
Figure captions: Ensure that each illustration has a caption. Supply captions separately, not 
attached to the figure. A  caption should comprise a brief title (n o t on the figure itself) and a 
description o f the illustration. Keep text in the illustrations themselves to a m inimum but 
explain all symbols and abbreviations used.
Tab les
Number tables consecutively in accordance with their appearance in the text. Place footnotes 
to tables below the table body and indicate them with superscript lowercase letters. Avoid 
vertical rules. Be sparing in the use o f tables and ensure that the data presented in tables do 
not duplicate results described elsewhere in the article.
R eferences
Citation in text: Please ensure that every reference cited in the text is also present in the 
reference list (and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal comm unications are not recommended in the reference list, 
but may be mentioned in the text. If these references are included in the reference list they 
should fo llow  the standard reference style o f the journal and should include a substitution o f 
the publication date with either 'Unpublished results' or 'Personal communication'. Citation o f a 
reference as 'in press' implies that the item has been accepted fo r publication.
Web references: As a m inimum, the full URL should be given and the date when the 
reference was last accessed. Any further information, if known (DOI, author names, dates, 
reference to a source publication, etc.), should also be given. W eb references can be listed 
separately (e.g., after the reference list) under a different heading if desired, or can be 
included in the reference list.
Reference Management Software: This journal has standard templates available in key 
reference m anagement packages End Note (http://www.endnote.com /support/enstyles.asp) 
and Reference Manager (http://refman.com /support/rmstyles.asp). Using plug-ins to 
wordprocessing packages, authors only need to select the appropriate journal tem plate when 
preparing the ir article and the list o f references and citations to these will be form atted 
according to the journal style which is described below.
Reference style
Text: Citations in the text should fo llow  the referencing style used by the Am erican 
Psychological Association. You are referred to the Publication Manual o f the Am erican 
Psychological Association, Sixth Edition, ISBN 978-1-4338-0561-5, copies o f which m ay be 
ordered from  http://books.apa.org/books.cfm?id=4200067 or APA Order Dept., P.G.B. 2710, 
Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London, W C3E 8LU, UK.
191
List: references should be arranged first a lphabetically and then further sorted chronologically 
if necessary. More than one reference from the same author(s) in the same year must be 
identified by the letters 'a', 'b', 'o', etc., placed after the year o f publication.
Examples:
Reference to a journal publication:
Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art o f writing a scientific 
article. Journal o f Scientific Communications, 163, 51-59 .
Reference to a book:
Strunk, W ., Jr., & W hite, E. B. (2000). The elem ents o f style. (4th ed.). New York: Longman, 
(Chapter 4).
Reference to a chapter in an edited book:
Mettam, G. R., & Adams, L. B. (2009). How to  prepare an electronic version o f your article. In
B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age  (pp. 281-304). New York: 
E-Publishing Inc.
Video data
Elsevier accepts video material and animation sequences to support and enhance your 
scientific research. Authors who have video or animation files that they wish to subm it with 
their article are strongly encouraged to include links to these within the body o f the article.
This can be done in the same w ay as a figure or table by referring to the video or animation 
content and noting in the body text where it should be placed. All submitted files should be 
properly labelled so that they directly relate to the video file's content. In order to ensure that 
your video or animation material is directly usable, please provide the files in one o f our 
recommended file form ats with a preferred maximum size o f 50 MB. Video and animation files 
supplied will be published online in the electronic version o f your article in E lsevier W eb 
products, including ScienceDirect: http://www.sciencedirect.com . Please supply 'stills' with 
your files: you can choose any fram e from the video or animation or make a separate image. 
These will be used instead o f standard icons and will personalize the link to your video data. 
For more detailed instructions please visit our video instruction pages at 
http://www.elsevier.com /artworkinstructions. Note: since video and animation cannot be 
embedded in the print version o f the journal, please provide text fo r both the electronic and 
the print version fo r the portions o f the article that refer to this content.
Supplementary data
Elsevier accepts electronic supplem entary material to support and enhance your scientific 
research. Supplementary files offer the author additional possibilities to publish supporting 
applications, high-resolution images, background datasets, sound clips and more. 
Supplementary files supplied will be published online alongside the electronic version o f your 
article in Elsevier W eb products, including ScienceDirect: h ttp ://www.sciencedirect.com . In 
order to ensure that your submitted material is directly usable, please provide the data in one 
o f our recommended file formats. Authors should subm it the material in e lectronic form at 
together with the article and supply a concise and descriptive caption fo r each file. For more 
detailed instructions please visit our artwork instruction pages at 
http://www.elsevier.com /artworkinstructions.
192
FAMILY STIGMA, SIBLINGS AND ANOREXIA NERVOSA
ABSTRACT
Family members of those with mental illnesses often report experiencing stigma as a 
result of this association. Studies of family stigma identify stereotypes of blame, 
shame and contamination. No studies have investigated family stigma towards 
adolescent siblings of those with Anorexia Nervosa. 232 adolescents (mean 
age=16.83yrs) completed measures of knowledge of eating disorders, familiarity with 
eating disorders, compassion, stigma towards those with Anorexia Nervosa and 
family stigma towards siblings. The data indicates that adolescents do not stigmatise 
those with Anorexia Nervosa or their siblings. Stigma is more strongly endorsed by 
males, ‘non-white’ participants, those less knowledgeable about eating disorders and 
without interpersonal contact with eating disorders. Compassion was negatively 
correlated with stigma. These individual differences are likely interconnected and 
have implications for the design and implementation of anti-stigma programmes.
KEYWORDS: Siblings, Anorexia Nervosa, Stigma, Adolescence, Counselling 
Psychology.
INTRODUCTION
Stigma towards those with mental illness is prevalent and has a profound negative 
impact upon well-being (Link & Phelan, 2004) and treatment adherence (Hepworth & 
Paxton, 2007). Such is the stigma towards eating disorders (EDs) that one of BEAT’S 
(ED charity) five targets addresses ED stigma. There is growing acknowledgement 
that those associated with the ‘identified patient’ also experience stigma. ‘Family 
stigma’ is attracting increasing research interest. However there has been little focus 
on EDs or siblings®. Stigma will be explored through attribution theory.
Stigma is a crucial area of research for psychologists. Counselling Psychology brings 
a holistic approach to mental health, focussing not only on the ‘identified patient’, but 
also on “social and cultural contexts and the nature of relationships throughout the 
lifespan” (HCPC, 2012, pg. 28). Furthermore, Counselling Psychologists have a
Throughout “sibling” will be used to refer to siblings of someone diagnosed with an ED.
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responsibility to society (Baluch, Pieterse & Bolden, 2004) and as such are obligated 
to address issues of stigma proactively.
Stigma is “a global devaluation of certain individuals” (Hinshaw, 2007, pg.23) based 
on their membership of a disfavoured group. This highlights the centrality of group 
membership and resulting devaluation of individuality. Stigma encompasses 
stereotyping, prejudice and discrimination (Hinshaw, 2007). Over-generalised, 
negative stereotypes are prejudices; affect-laden beliefs relating to group 
membership. These can lead to unfair treatment of others, limiting rights and 
opportunities.
Stereotypes and prejudices can develop through appraisals of others’ actions and 
behaviours. Attribution theories posit that people interpret the causes of others’ 
behaviours and respond accordingly (Kelley & Michela, 1980). This assumes 
motivation to seek causal explanations for behaviour, determine causality in a 
scientific fashion and that causal attributions fulfil a function for the perceiver 
(Forsterling, 1988). To tackle stigma, an understanding of these causal attributions is 
crucial.
STIGMA AND MENTAL HEALTH
Historically those with mental illness have been greatly stigmatised (Wahl, 2002). 
Stereotypes of dangerousness and unpredictability dominate and result in 
discrimination such as reluctance to be neighbours, colleagues or landlords (Wahl, 
2002). Research indicates that these schema develop in childhood (Adler & Wahl, 
1998; Poster, Betz, McKenna & Mosar, 1986; Roberts, Beildleman & Wurtele, 1981; 
Roberst, Johnson & Beidleman, 1984; Wilkins & Velicer, 1980), however many of the 
older studies use provocative language, e.g. “crazy”, leaving results difficult to 
interpret. Swords and Heary (2008) propose that such schema are based upon 
children’s attributions for mental illness behaviours, reinforced as children identify 
confirming information (Adler & Wahl, 1998) resulting in less acceptance (Royal & 
Roberts, 1987) and maintenance of social distance (Weiss, 1994). Stigmatising 
attitudes maintain into adolescence (O’Driscoll et al., 2012; Reavley & Jorm, 2011). 
Educational programmes for young children are therefore essential, although 
substantial changes in beliefs and social distance are possible with adolescents 
(Economou et al., 2014; Romer & Bock, 2008; Schiller et al., 2014). These studies
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address ‘mental illness’ or Schizophrenia and Depression specifically. The 
complexity and variety of mental illness, likely to engender a variety of attributions, is 
not accounted for.
Not everyone holds stigmatising attitudes, indicating that individual differences play a 
significant role. For example, women endorse prejudice or discrimination against 
those with health conditions less than men (Corrigan & Watson, 2007). Furthermore 
compassionate (Oliver et al., 2012) or empathie (Batson, Chang, Orr & Rowland, 
2002) individuals are less stigmatising and programmes promoting compassion have 
yielded promising results (Aggarwal et al., 2013; Thi et al., 2008). Understanding 
these differences is crucial for designing appropriate educational programmes.
EATING DISORDERS
EDs are severe mental health problems with serious physical and psychological 
consequences. Anorexia Nervosa (AN) has the highest mortality rate of all 
psychological disorders (Arcelus et al., 2011; Sharpe & Freeman, 1993). It occurs 
most commonly amongst white women, 15-35yrs (Bryant-Waugh & Lask, 2007) 
although is increasingly recognised as affecting men and women of all ethnicities.
AN is characterised in the Diagnostic and Statistical Manual 5 (DSM 5) by a 
sustained restriction in energy intake resulting in significantly low body weight and 
disturbance in body weight and shape perception (American Psychiatric Association 
[APA], 2013). The predominant model of ED aetiology is biopsychosocial (Polivy & 
Herman, 2002). Minuchin, Rosman & Baker’s (1978) ‘psychosomatic’ family theory, 
which possibly fuelled public blame of parents, is no longer endorsed. In contrast, 
the family are viewed as essential in supporting recovery (NICE, 2004; Treasure, 
Schimdt & Macdonald, 2010).
This paper utilises the discourse of diagnosis to be accessible to all professionals, 
while recognising that diagnoses do not always provide meaningful groupings of 
symptoms. It is acknowledged that diagnoses are based on an assumption of 
‘normality’ (Milton, Craven & Coyle, 2010) and so could be seen to contribute to 
stigma.
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STIGMA AND EATING DISORDERS
BEAT recently launched a nationwide survey of those with EDs and their 
parents/carers. Preliminary findings indicate that both groups perceive stigma from 
the public and healthcare professionals (Bryant-Waugh, 2014, February); greater 
stigma than depression (Roehrig & McLean, 2010) with AN more stigmatised than 
Bulimia Nervosa (BN) (Mond et al., 2006).
Easter (2012) identifies two types of ED stigma. Firstly the label of ‘mental illness’, 
marking the individual as different, likely mirroring stigma already detailed. Secondly 
the ‘trivialisation’ of EDs as behavioural choices, an assertion supported by DSM IV 
which identified ‘refusal’ to maintain healthy weight as a criterion for AN (APA, 2000). 
This term was removed by DSM 5. Tentative evidence suggests a public shift 
towards AN as resulting from biological and social factors (Stewart et al., 2008); 
reflecting the biopsychosocial model. However, Steward et al.’s (2008) study 
involved undergraduates and may not be widely generalisable.
Attribution theories posit that causal attributions drive the perceiver’s responses. 
Indeed, sufferers are often blamed for ED onset (Crisp, 2005; Roehrig & McLean, 
2010) and this is associated with the extent to which EDs are viewed as biologically- 
based (Penn, et al., 1994; Stewart, Keel & Schiavo, 2006; Zwickert & Rieger, 2013). 
While an education programme highlighting the biogenetic underpinnings of AN did 
reduce blame (Crisafulli, von Holle & Bulik, 2008), research involving other diagnoses 
indicates that biogenetic framing increases stigma (Angermeyer et al., 2011 ). As 
Mond (2013) notes the biogenetic emphasis of EDs could serve to further mark 
suffers as ‘different’, thereby increasing stigma. Furthermore it could reduce 
motivation for change amongst ED sufferers by introducing helplessness (Easter, 
2012); detrimental for an illness where recovery requires personal motivation for 
change.
Themes to emerge from the literature are of AN as ‘severe and common’ (Stewart et 
al., 2008) and ‘sufferers’ as self-indulgent, vain and disgusting (Katterman & Klump, 
2010), self-centred (Mond et al., 2006) and fragile (Roehrig & McLean, 2010). This 
could account for discrimination including discomfort in interacting with those with AN 
diagnoses (Stewart et al., 2008; Zwickert & Rieger, 2013) and the increased 
likelihood of females being rejected as dating partners (Smith et al., 1986). Such
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discrimination may isolate individuals with AN, reducing opportunities for 
interpersonal contact, possibly serving to maintain negative schema.
Typically, greater familiarity (interpersonal contact) with a mental illness is associated 
with less stigma (Couture & Penn, 2003), although the unclear nature of this contact 
means that strong conclusions are impossible. One would assume that attitudes 
amongst adolescents (likely to be familiar) would be positive. However 16-19yr-olds 
were most likely to rate the ED target negatively (Crisp, 2005). Similarly, Ebneter, 
Latner and O’Brien (2011) demonstrated no decrease in stigma amongst those with 
‘contact experience’ of AN.
FAMILY STIGMA
Goffman (1963) defined family stigma^® as stigma experienced by relatives of people 
with mental illness, by virtue of this association. This can lead to social avoidance 
(Oestman & Kjellin, 2002; Shibre et al., 2001; Struening et al., 2001) at a time when 
families may need this support most.
Family stigma is associated with blame, shame and contamination (Larson & 
Corrigan, 2008). Parents are typically viewed as to blame for their child’s diagnosis 
(Corrigan & Miller, 2004). Onset is attributed to poor parenting (Phelan, 2002). 
Siblings and spouses are viewed as responsible for illness (mis)management and 
relapses (Corrigan & Miller, 2004). Children of someone with a mental illness are 
viewed as ‘contaminated’^^  by this association. These themes originate from 
research looking at ‘mental illness’, typically Schizophrenia with no discrimination 
between different diagnoses.
Carers of those with EDs have reported experiencing stigma (Dimitropoulos et al., 
2008; Graap et al., 2008; Highet et al., 2005; Treasure, 2010; Treasure et al., 2001; 
Whitney et al., 2007; Whitney et al., 2005; Winn et al., 2004), however little attention 
has been given to siblings. Indications are that siblings feel the need to keep their 
‘sibling-with-the-ED-diagnosis’ (SED) diagnosis secret from peers, in part, for fear of 
being ‘treated differently’ (Grunwald & John, 2013, unpublished dissertation).
Also termed ‘stigma-by-association’ or ‘courtesy stigma’
”  Referring to ‘diminished worth’ and susceptibility to developing a mental illness
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Given the paucity of information regarding the experience of siblings of individuals 
with AN and public perception, it is unclear what characteristics might influence public 
opinion. There is uncertainty within the field as to whether siblings are more likely 
themselves to develop an ED (Vandereycken & Van Vreckem, 1992). Old twin 
studies indicate some level of heritability in AN (Holland, Hall, Murray, Russell & 
Crisp, 1984; Holland, Sicotte & Treasure, 1988) however the studies do not take into 
account shared family environment. Even fewer studies look at the extent to which 
other siblings are susceptible. Tenuous evidence indicates an increased risk of 
developing EDs amongst sisters (Vandereycken & Van Vreckem, 1992). Themes of 
‘contamination’ in the family stigma literature typically focus on children of people with 
mental illness, however in the case of EDs and possible susceptibility amongst 
siblings, the concept of ‘contamination’ may be relevant. Specifically siblings, 
particularly sisters, may be viewed as ‘contaminated’.
RATIONALE
Stigma towards those with AN is prominent with serious consequences for well-being 
(Link & Phelan, 2001). There have been no studies, to the researcher’s knowledge, 
that investigate stigma towards siblings. Family stigma has a profound impact on 
social support (Corrigan et al., 2007; Larson & Corrigan, 2008) and self-esteem 
(Larson & Corrigan, 2008). As such developing appropriate anti-stigma education is 
essential. This research focusses on teenagers as AN typically develops during 
adolescence, therefore siblings are likely to be adolescents too. Furthermore, the 
earlier prejudices are identified the more adaptable they may be.
AIM
This study aims to investigate the attributions of adolescents towards siblings and 
SEDs. It poses the question: How do teenagers view the adolescent siblings of those 
with AN?
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HYPOTHESES
1. Participants will not stigmatise siblings across all domains.
2. Participants will view siblings as responsible for the SED’s recovery, but not ED 
onset.
3. Sisters of female SEDs will be viewed as more ‘contaminated’ than brothers.
4. Greater ED knowledge, familiarity and compassion will predict lower levels of 
stigma.
METHOD
This research takes a critical realist stance; there is a ‘reality out there’ but the way 
we perceive, understand or experience it will be affected by who we are and the way 
we relate to this reality (Ponterotto, 2005). So while some knowledge can be derived 
from direct observation and measurement, it is acknowledged that there is some 
influence of the research process on the data.
DESIGN
This study had a correlational design, measuring teenagers’ attributions of adolescent 
siblings of someone diagnosed with AN. It examined the relationship between 
attributions of siblings and familiarity, knowledge, compassion and attributions of 
SEDs. Fictional Sibling and SED gender (as presented in the vignettes used) were 
controlled for by randomly allocating participants to gender-specific groups.
PARTICIPANTS
Participants were 16-18yr olds, recruited through schools. State and independent 
schools and Academies within London and south east England were approached 
through the Head teacher or Head of Psychology. Participation was open to any 
student. There were no exclusion criteria beyond age. In return, schools were 
offered a session on EDs run by the researcher. Seven schools (63.6%) took up this 
offer. A power analysis using G*Power 3.1.9 (Paul et al., 2009) indicated that 200 
participants with power 0.80 would result in a small effect size of 0.17.
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ETHICAL CONSIDERATIONS
The research received favourable ethical opinion from the University of Surrey • 
Faculty of Arts and Human Sciences Ethics Committee (Appendix-G) and was in line 
with BPS (2010) and HCPC (2010) ethical guidelines. All participants were 16-18yrs 
old and able to give informed consent without parental consent being required. 
Participants were able to withdraw from the study at any time up until handing in the 
completed study packs and were given Debrief Sheets detailing supportive services.
MATERIALS
Each participant was given a ‘Study Pack’ to complete which was one document 
containing the following measures exactly in the order presented below. The AQ-8-0 
and FQ were each preceded directly by a vignette. As per Corrigan, Miller and 
Watson (2006) items assessing primary stigma preceded those assessing family 
stigma in order to prime ED stereotypes.
Demographics Questionnaire (unstandardised).
This was devised for this study to collect demographic data (age, gender, ethnicity, 
presence of siblings, any prior ED diagnosis, familiarity with EDs and how ED 
information was accessed).
Knowledge Quiz (unstandardised).
A 4-question quiz about EDs to ascertain participants’ basic knowledge of EDs. 
Participants were given a total score out of 4 and divided into two groups 
‘knowledgeable’ (>3) and ‘less knowledgeable’ (<2).
Compassionate Love Scaie (Sprecher & Fehr, 2005).
This scale measures compassionate love, defined by the authors as “containing 
feelings, cognitions, and behaviours that are focused on caring, concern, tenderness, 
and an orientation toward supporting, helping, and understanding the other(s).” 
(Sprecher & Fehr, 2005, pg. 639). With the author’s permission the measure was 
‘Anglicised’ to read “compassion” instead of “compassionate love”. The measure has 
high internal consistency (Cronbach Alpha of .95). It was developed with two 
undergraduate samples of mean ages 19.8yrs (SD=1.96) and 20.52yrs (SD=2.99). 
Examination suggested that it was appropriate for a 16-18yr-old sample. [7-point
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likert scale with higher scores representing higher levels of compassion, score range: 
21-147]
The Attribution Questionnaire [AQ-8-C] (Corrigan et al., 2005).
The AQ-8-C was preceded by a vignette describing a young person with a diagnosis 
of AN.
[Jessica/James] has been diagnosed with Anorexia Nervosa (which is an 
eating disorder). [Jessica/James] has become seriously underweight and has 
had to go into hospital.____________________________________________________
The AQ-8-0 measures eight stereotypes of people with mental illness; blame, anger, 
pity, help, dangerousness, fear, avoidance and segregation. The measure was 
developed as a shortened version of the Attribution Questionnaire (AQ-27), using the 
items which loaded most highly on to each of the factors following confirmatory factor 
analysis (Corrigan et al., 2005). The AQ-8-C has been reliably tested with 10-18 year 
olds (Corrigan et al., 2005; Corrigan et al., 2007). An alternative version, with an 
additional item relating to seeking mental health treatment, was also developed 
(Corrigan et al., 2004). However when tested with 11-14yr-olds, it had alpha scores 
of .50 and .65 respectively, lower than the recommended threshold (DeVellis, 2003) 
so the original AQ-8-C was used in this study.
The 9-point Likert scale was originally anchored at its extremes with the labels “Not at 
all” and “Very much”. The measure was adapted for ease of data analysis so that 
responses represented “Strongly disagree -  Neither agree nor disagree -  Strongly 
agree”, providing a central anchor. Question items were rephrased as statements 
(e.g. “How angry would you feel at Jessica/James?” was changed to “I would feel 
angry at Jessica/James”) so that all responses could be represented consistently for 
ease of completion by participants. The summed scores of this scale (with items of 
pity and help reverse scored) was used to denote stigma towards SEDs. (Higher 
scores represented higher levels of stigma, score range: 8-72).
The Family Questionnaire [FQ] (Corrigan, Watson & Miller, 2006).
The FQ was preceded by a vignette describing the sibling of the young person with 
AN (the same young person presented prior to the AQ-8-C).
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[Harriet/Henry] is one o f your friends. [He/she] has a [brother/sister], called 
[Jessica/James] who has been diagnosed with Anorexia Nervosa. 
[Jessica/James] has become seriously underweight and has had to go into 
hospital.______________________________________________________________
The FQ measures 12 domains relating to stereotypes of family members of people 
with mental illness. 7 measured in the AQ-8-C and a further 5 were added; blame for 
the ‘patient’s’ recovery, incompetence, shame, contamination and family member’s 
distance from ‘patient’. The measure is reliable with an adult population (Corrigan, 
Watson & Miller, 2006). Examination of the items indicated that they would be 
appropriate for an adolescent sample. To the researcher’s knowledge, there are no 
alternative measures of family stigma. For ease of data analysis and participants’ 
clarity, responses were altered to represent “Strongly disagree -  Neither agree nor 
disagree -  Strongly agree” and question items were rephrased as statements. (9- 
point likert scale with higher scores representing higher levels of stigma, total score 
range: 12-108).
Vignettes
Vignettes were designed to give minimal information about aetiology or family 
dynamics. Male and female siblings and SEDs were included as estimates suggest 
that men make up between 10% and 25% of ED diagnoses (BEAT, 2014). Typically 
gender-specific names were selected; Harry, Harriet, James and Jessica. Names 
characteristically associated with ‘white’ individuals were chosen as this ethnic group 
makes up the majority of AN diagnoses (Striegel-Moore et al., 2003). Although EDs 
are present amongst ‘non-white’ populations (Swanson et al., 2011), it was beyond 
the scope of this study to investigate this. The vignette referred to hospitalisation of 
the SED to indicate severity.
PROCEDURE
Schools were approached directly by the researcher and given the ‘Invitation to 
Schools’ (Appendix-A). Schools that consented facilitated access to participants 
through inviting the researcher to class lessons or school assemblies. A member of 
school staff was present throughout (as per risk assessment).
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During the lesson/assembly, students were given, by the researcher, the ‘Participant 
Information Sheet’ (Appendix-B) which was reinforced verbally through the 
‘Introduction Presentation’ (Appendix-C). The latter included familiarisation with 
Likert scales. All participating students signed the ‘Consent Form’ (Appendix-D) after 
reading the information sheet carefully and asking any questions.
Participants were randomly allocated to one of four groups by picking a coloured 
counter from a box containing equal proportions of four colours (these groups 
determined the gender of SED and sibling presented in the vignette). Participants 
completed the relevant study pack (Appendix-E) anonymously and individually.
Study packs varied based on the genders of the sibling and SED (Table-1). Study 
packs were collected directly and stored in line with the Data Protection Act 1998. 
Participants were given a ‘Debrief Sheet’ (Appendix-F).
Table-1: Study Packs
Group Sibling SED
A Male Male
B Female Female
C Male Female
D Female Male
DATA ANALYSIS
SPSS 21.0 (IBM, 2012) was used to examine participant demographics and 
responses to the dependent measures; frequencies, medians and modes. Reliability 
analyses were used to determine the Cronbach alpha for each scale.
The scales of the FQ and AQ were not normally distributed. Attempts were made to 
transform the data such that each scale was normally distributed in order for 
parametric tests to be used. Three methods of data transformation were tried; log, 
square root and reciprocal (see Field, 2013). Prior to each transformation scales of 
help and pity were reversed to correct for negative skew (Field, 2013). Each method 
was tried in turn, but the data remained skewed, violating the assumption of normality 
for parametric tests. Therefore non-parametric tests were used to examine these 
data.
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Assumptions for the use of non-parametric tests were met; random sample and 
independence of observations (with the exception of repeated measures tests) 
(Pallant, 2010). Mann-Whitney U and Kruskal-Wallis tests examined responses 
based on gender, ethnicity, familiarity and knowledge. Wilcoxon signed-rank tests 
examined participant’s responses to items on the AQ-8-C and FQ. Spearman’s Rho 
examined relationships between compassion and items on the FQ scale. Principal 
Components Analysis was conducted on the FQ yielding two factors: ‘stigma towards 
siblings’ and ‘sympathy for siblings’. Multiple regression yielded models which 
predicted ‘stigma towards siblings’, ‘sympathy for siblings’ and ‘stigmatising 
attributions of SEDs’.
Data from the Likert scales was treated as interval-level data as the visual analogue 
scale indicated equal spacing of responses and the addition of the “neither agree nor 
disagree” central point indicated symmetry of responses about it.
Missing Data
Cases with missing data represented less than 10% of the sample and so were not 
included in the analysis. This ‘drop method’ is supported for use in large samples in 
which missing data represents less than 10% of the sample (Langkamp, Lehman & 
Lemeshow, 2010).
RESULTS
257 adolescents (Mean=16.83years, SD=.653) participated. Data from 25 
participants (9.7%) who omitted responses from the dependent measures were not 
analysed (14 females, 11 males). The remaining 232 participants were 154 females 
(66.4%) and 78 males (33.6%). 90.5% of the sample had siblings themselves. They 
were recruited from 11 schools.
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Table-2: Recruited Schools
School Private/State No. Participants %
1 State 34 14.7
2 State 39 16.8
3 Academy 22 9.5
4 Private 49 21.1
5 State 10 4.3
6 State 22 9.5
7 State 8 3.4
8 State 7 3.0
9 State 19 8.2
10 State 13 5.6
11 State 9 3.9
Total 232 100
133 participants identified as “white” (57.3%), 98 as non-white (42.2%) and one 
participant did not respond (0.4%).
Table-3: Ethnicity^^
Frequency %
White 133 57.3
Black British 16 6.9
Black African 11 4.7
Asian 20 8.6
Mixed/Other 29 12.5
British Asian 13 5.6
South American 1 0.4
Black Caribbean 1 0.4
Middle Eastern 7 3.0
No Response 1 0.4
Total 232 100
Eating Disorders
9 participants (3.9%) disclosed an ED diagnosis; 3 AN, 2 BN, 1 Eating-Disorder-Not- 
Otherwise-Specified and 3 ‘other’.
See See Appendix-H for details of how ethnicity was determined
205
Familiarity
89 participants (38.4%) reported interpersonal contact with someone with an ED. 
Table-4: Interpersonal Contact
Relationship Frequency %
Sibling 3 3.4
Parent 4 4.5
Other Family Member 11 12.4
Close Friend 23 25.8
Friend/Peer 30 33.7
Acquaintance 17 19.1
Other 1 1.1
Totai 89 100
A Chi-squared test for independence (Yates Continuity Correction) indicated a 
significant association between ethnicity^^ and familiarity. 44.4% of ‘white’ 
participants reported familiarity compared to 30.6% of ‘non-white’ participants, (1,
n=231)=3.942, p=.047, p/?/=.140 (small effect size using Cohen’s (1988) criteria)'"^.
There was a significant association between gender and familiarity. 44.2% of 
females reported interpersonal contact compared to 26.9% of males, x^(1, 
/?=232)=5.794, p=.016, phi= A67 (small effect size).
Knowledge
Participants had a good basic knowledge of EDs (M=3.4052, SD=.66422). 
Independent samples t-tests investigated the relationship between knowledge and 
gender, familiarity and ethnicity.
There was no significant difference in knowledge between males and females 
(p=.279). Participants familiar with EDs (M=3.5393, SD=.56521) knew significantly 
more about EDs than those unfamiliar (M=3.3217, SD=.70812) (equal variances 
assumed as Levene’s test>.05), f(230)=2.453, p=.015. The magnitude in the
The participant who did not state their ethnicity was removed from all analyses relating to ethnicity (n=231). 
See Appendix-! for all effect size guidelines
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differences in means (mean difference=.21765, 95% Cl: .04284 to .39246) was 
small-moderate (eta squared=.03).
‘White’ participants (M=3.5188, SD=.62282) knew significantly more about EDs than 
‘non-white’ participants (M=3.2653, SD=.68189) (equal variances assumed as 
Levene’s test > .05), f(229)=2.936, p=.004. Small-moderate differences in means 
(mean difference=.25349, 95% Cl: .08338 to .42360), eta squared=.04.
Information
Table-5: Information Sources
Frequency
Media 221
School 181
Friends 133
Family 94
Doctors’ Surgeries 7
Books (including text books) 4
Own interest/research 4
Extra-curricular dance classes 2
Other Games/Toys 2
NHS Website 2
Hospital Leaflets 1
Documentaries 1
Family Therapy 1
Compassion
Independent samples t-tests (equal variances assumed as Levene’s test>.05) 
investigated the relationship between compassion and gender, familiarity and school 
subject. Females (M=4.5572, SD=.91723) were significantly more compassionate 
than males(M=3.7305, SD=1.07911); f(230)=6.105, p<.001 (two-tailed) (large mean 
difference=.82674, 95% Cl: .55992 to 1.09356, eta squared=.14), those familiar with 
EDs (M=4.5508, SD=1.03095) were more compassionate than those unfamiliar 
(M=4.1102, S0=1.02639); f(230)=3.174, p=.002 (two-tailed) (small-moderate mean 
difference=.44061, 95% Cl: .16710 to .71412, eta squared=.04), and participants
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recruited through psychology teachers (M=4.5977, SD=.94436) were more 
compassionate than those recruited through Head teachers (M=3.9497,
SD=1.05212); f(230)=-4.940, p<.001 (two-tailed) (small mean difference=-.64799, 
95% Cl: -.90643 to -.38956, eta squared=.01).
STANDARDISED QUESTIONNAIRES
Cronbach alpha scores were calculated for each scale indicating internal reliability 
using DeVellis’ principle (2003): Compassionate Love Scale (excellent: .945, 
Appendix-J), FQ (good: .778, Appendix-K) and AQ-8-C (acceptable: .717, Appendix-
The Compassionate Love Scale-Mean Total was normally distributed (Appendix-M). 
All others scales were not normally distributed (Appendices N & O), determined by 
visual examination of histograms and measures of zSkewness (>1.96) and zKurtosis 
(>3.29) (Field, 2005).
STUDY CONDITIONS
Table-6: Study Pack
Pack No. Participants %
A 64 27.6
B 53 22.8
C 60 25.9
D 55 23.7
Total 232 100
ATTRIBUTIONS OF SEDs
Participants did not endorse stigma^® of SEDs {Md=^9) and expressed pity and 
desire to help. This was not affected by SED or sibling gender (p>.05).
Items 1 (pity) and 7 (help) on the AQ-8-C and Items 1 (pity) and 6 (help) on the FQ were reversed as per Pallant 
(2010).
® As measured by the summed AQ-8-C.
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Table-7: AQ-8-C Items^^
Median^*’ Mode
Pity 7 7
Dangerousness 2 1
Fear 1 1
Blame 2 1
Segregation 1 1
Anger 1 1
Help 6 7
Avoidance 1 1
Gender
A Mann-Whitney U test revealed that males {Md=25, n=78) stigmatised SEDs 
significantly more than females (Md=17, n=154), U=3693.0, z=-4.795, p<.001, r=.3^  ^
(medium effect size). Analysis of individual AQ-8-C items, using Mann-Whitney U 
tests, revealed significant differences between male and female participants; females 
expressed greater pity and desire to help SEDs, less expectation of avoiding SEDs 
and were more strongly opposed to SED-segregation. To reduce the possibility of 
Type I errors when using multiple Mann-Whitney tests the Bonferroni correction 
(p<.006) was used^°.
Table-8: Significant gender differences.
Item
Male
(n=78)
Female
(n=154) U z P r Effect Size
Median Median
Pity 6 7 4486.0 -3.194 .001 .2 Small-Medium
Segregation 1 1 4817.0 -2.860 .004 .2 Small-Medium
Help 5 7 2843.0 -6.627 <.001 .4 Medium-Large
Avoidance 2 1 4172.5 -4.381 <.001 .3 Medium
Unreversed scores for pity and help are reported.
Scores >5 denote endorsement of the item, scores <5 denote disagreement.
See Appendix-Q-equation for r.
Bonferroni Correction: p value = .05/number of Mann-Whitney tests (Field, 2005).
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Ethnicity
A Mann-Whitney U test revealed that ‘non-white’ participants {Md=2^, n=9S) were 
more stigmatising of SEDs than ‘white’ participants {Md=^8, n=133), l/=5332.5, z=- 
2.362, p=.018, r=,2 (small-medium effect size).
Further analysis of AQ-8-C items, using Mann-Whitney U tests, revealed ‘non-white’ 
participants (Md=1, n=98) were less strongly opposed to SED-segregation than 
‘white’ participants {Md=^, n=133), L/=5276.0, z=-2.879, p=.004, r=.2 (small-medium 
effect size) (Bonferroni correction-p<.006).
A Kruskal-Wallis test revealed significant differences between individual ethnic 
groups regarding segregation, /-/(8)=22.319, p=.004. Mann-Whitney U tests (with 
Bonferroni correction-p<.002), located the difference between White {Md=^, n=133) 
and Black British {Md=3, n=^6) participants, l/=568.5, z=-3.625, p<.001, r=-.30 and 
between White (Mof=1, n=133) and Middle Eastern {Md=2, n=7), U=200.5, z=-3.068, 
p=.002, r=- .26. Group sizes varied due to random sampling.
Compassion
Spearman’s Rho revealed a medium, negative correlation between compassion and 
stigma of SEDs, a=-.386, n=282, p<.001. As compassion increased, stigma 
decreased.
The relationship between compassion and AQ-8-0 items was investigated using 
Spearman’s Rho. As compassion increased ^ o did participants’ pity towards SEDs 
and desire to help. As compassion increased there was a decrease in blame, desire 
for segregation, avoidance and anger. One cannot determine causation from these 
data.
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Table-9: Significant correlations with compassion (n=232)
Item r P Strength of relationship
Pity .341 <.001 Medium
Blame -.174 .008 Small
Segregation -.129 .049 Small
Anger -.172 .009 Small
Help .528 <.001 Large
Avoidance -.322 <.001 Medium
Knowledge
A series of Mann-Whitney U tests were carried out to compare more and less 
knowledgeable participants. More knowledgeable participants {Md=22, n=213) were 
less stigmatising {Md=26, n=^9), L/=1343.5, z=-2.428, p=.015, r=.2 (small-medium 
effect size). Furthermore (Bonferroni correction-p<.004) those less knowledgeable 
{Md=3, n=^9) were less strongly opposed to segregation of SEDs {Md=^, n=2^3),
U=1202.5, z=-3.403, p=.001, r=.2 (small-medium effect size) and anticipated avoiding 
SEDs {Md=2, n=^9) {Md=^, n=2^3, (7=1330.5, z=-2.853, p=.004, r=.2 (small-medium 
effect size).
Familiarity
A Mann-Whitney U test revealed that those who were familiar with EDs {Md=^6, 
n=89) expressed significantly less stigma towards SEDs than those unfamiliar 
{Md=2^, n=143), (7=5153.5, z=-2.437, p=.015, a=.2 (small-medium effect size).
FACTOR ANALYSIS (Appendix-P)
FQ items^  ^were subjected to principal components analysis. Suitability of the data 
was assessed; multiple correlations >.3, Kaiser-Meyer-Olkin value<.6 (Kaiser, 1974) 
and Bartlett’s test of sphericity (Bartlett, 1954) was significant. There were three 
components with Eigen values>1 explaining, respectively, 38.5%, 12.3% and 9.2% of 
the variance. Using Catell’s (1966) Scree test, it was decided to retain two 
components, explaining 50.8% of the total variance. To enhance interpretation 
oblimin rotation was performed revealing simple structure (Thurstone, 1947). There
Items 1 (pity) and 6 (help) were reversed for ease of Interpretation.
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was a weak correlation between the two components (r=.073). The components 
were not normally distributed.
Table-10: Correlation Matrix
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Pity 1.000 -.084 .028 -.026 -.074 .399 -.228 .061 -.096 -.139 -.094 -.109
Danger -.084 1.000 .386 .323 .421 -.305 .571 .006 .389 .341 .341 .537
Fear .028 .386 1.000 .144 .207 -.051 .263 .097 .179 .174 .206 .201
Blame -.026 .323 .144 1.000 .616 -.176 .420 .277 .622 .390 .316 .452
Anger -.074 .421 .207 .616 1.000 -.170 .522 .200 .538 .492 .426 .490
Heip .399 -.305 -.051 -.176 -.170 1.000 -.397 .115 -.251 -.368 -.237 -.330
Avoidance -.228 .571 .263 .420 .522 -.397 1.000 .106 .514 .512 .291 .569
Recovery
Blame
.061 .006 .097 .277 .200 .115 .106 1.000 .235 .113 .196 .204
incompetence -.096 .389 .179 .622 .538 -.251 5.14 .235 1.000 .467 .257 .527
Shame -.139 .341 .174 .390 .492 -.386 .512 .113 .467 1.000 .516 .522
Contamination -.094 .341 .206 .316 .426 -.237 .291 .196 .257 .516 1.000 .458
Sibling
Avoidance
-1.09 .537 .201 .452 .490 -.330 .569 .204 .527 .522 .458 1.000
Table-11: Components
Component 1 : “Stigma” Component 2: “Sympathy”
Anger Help
Avoidance Pity
Incompetence Recovery Blame
Blame
Avoidance
Shame
Dangerousness
Contamination
Fear
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HYPOTHESES 
Participants Will Not Stigmatise Siblings Across All Domains
Participants responded without stigma towards siblings, expressing pity and desire to 
help. They expressed strong disagreement with items of stigma^^ (see Table-11 ). 
However, responses relating to siblings’ responsibility for SED recovery centred 
around the anchor.
Table-12: FQ Descriptive Statistics'^
Total
Median Mode
Pity 7 9
Dangerousness 1 1
Fear 1 1
Blame 1 1
Anger 1 1
Help 7 7
Avoidance 1 1
Recovery Blame 4 5
Incompetence 1 1
Shame 1 1
Contamination 1 1
Sibling Avoidance 1 1
The Wilcoxon signed-rank test (repeated measures) revealed that participants viewed 
SEDs as significantly more dangerous, fearful and to blame than siblings, and 
expressed greater anger towards and avoidance of SEDs than siblings. Participants 
expressed greater desire to help siblings than SEDs, but expressed similar levels of 
pity.
“  Hereafter ‘stigma’ refers to FQ component 1 and ‘sympathy’ to component 2. 
^  Unreversed scores for pity and help presented.
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Table-13: Significant SED and Sibling Differences
Item
SED Sibling
z P r Effect size
Median Median
Dangerousness 2 1 -7.045 <.001 .5 Large
Fear 1 1 -5.321 <.001 .3 Medium
Blame 2 1 -8.032 <.001 .5 Large
Anger 1 1 -4.941 <.001 .3 Medium
Help 6 7 -6.634 <.001 .4 Medium-Large
Avoidance 1 1 -5.823 <.001 .4 Medium-Large
Gender
Males were revealed, using a Mann-Whitney U test, as more stigmatising of siblings 
than females, (7=3857.5, z=-4.449, p<.001, f^.3 (medium effect size). Furthermore, 
females expressed greater sympathy than males, (7=4553.5, z=-3.008, p=.003, a=.2 
(small-medium effect size). Using a Mann-Whitney U test (Bonferroni correction- 
p<.004) females were revealed as viewing siblings as less dangerous, less 
incompetent and less shameful than males did. Females expressed a greater desire 
to help siblings and less avoidance.
Table-14: Significant Differences between Male and Female Participants
Item
Males
(n=78)
Females
(n=154) U z P r Effect Size
Median Median
Dangerousness 1 1 4974.0 -3.099 .002 .2 Small-medium
Heip 6 8 3393.0 -5.506 <.001 .4 Medium-iarge
Avoidance 1 1 4502.0 -4.308 <.001 .3 Medium
Incompetence 1 1 4718.0 -3.377 .001 .2 Small-Medium
Shame 1 1 4746.0 -4.006 <.001 .3 Medium
Ethnicitv
‘Non-white’ participants expressed similar levels of sympathy (p=.352), but greater 
stigma towards siblings than ‘white’ participants, however this did not reach statistical 
significance (Mann-Whitney U test, p=.062).
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The Kruskall-Wallis test revealed significant differences between ethnic groups 
regarding avoidance, H(8)=18.576, p=.017. A Mann-Whitney test located this 
difference between white {Md=^, n=^33) and Middle Eastern {Md=2, n=7) 
participants, (7=203.0, z=-3.505, p<.001, r=-.30 and between Asian (Md=1, n=20) and 
Middle Eastern {Md=2, n=7) participants, (7=27.0, z=-3.091, p=.002, r=-.59. Middle 
Eastern participants less strongly opposed avoidance.
The Kruskall-Wallis test revealed significant differences between ethnic groups 
regarding sibling-SED separation; /-/(8)=19.430, p=.013. A Mann-Whitney test 
located the significant difference between white {Md=^, n=^33) and Black British 
participants {Md=2, n=16), (7=602.5, z=-3.383, p=.001, r^-.2S and between Black 
British {Md=2, n=^6) and British Asian participants {Md=^, n=^3), (7=37.5, z=-3.282, 
p=.001, n=- .61. Black British participants less strongly opposed sibling-SED 
separation.
Participants Will View Siblings As Responsible For Recovery, But Not ED 
Onset
Participants did not endorse the idea that siblings are to blame for ED onset {Md=^ ). 
Participants (unaffected by individual differences) expressed uncertainty regarding 
whether siblings had responsibility for SED’s recovery {Md=4, Mode=5).
Sisters Of Female SEDs Will Be Viewed As More ‘Contaminated’ Than Brothers.
Mann-Whitney U tests revealed no significant differences based upon gender of the 
target sibling or SED. Furthermore there were no significant differences in how 
participants viewed brothers and sisters of female SEDs.
Greater Knowledge, Familiarity and Compassion Will Be Associated With 
Reduced Stigma
Knowledge
Less knowledgeable participants endorsed stigmatising attitudes more strongly than 
knowledgeable participants, however this did not reach statistical significance (Mann- 
Whitney U test, p=.074). There was no significant difference between the two groups 
regarding sympathy towards siblings.
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A Mann-Whitney U test (Bonferroni oorrection-p<.004) revealed that less 
knowledgeable participants {Md=2, n=^9) less strongly opposed sibling shame than 
knowledgeable participants {Md=^, n=2^3), (7=1211.5, z=-4.449, p<.001, a=.3 
(medium effect size). Furthermore less knowledgeable participants {Md-2, n=^9) 
less strongly opposed sibling incompetence than knowledgeable participants {Md=^, 
n=2^3), (7=1368.5, z=-2.959, p=.003, r=.2 (small-medium effect size)^ ' .^
Familiaritv
Those familiar with EDs expressed greater sympathy towards siblings than those 
unfamiliar (Mann-Whitney U test), (7=5062.5, z=-2.617, p=.009, r=.2 (small-medium 
effect). Mann-Whitney U tests (Bonferroni correction-p<.004) revealed that familiar 
participants {Md=8, n=89) expressed significantly greater expectation that they would 
help siblings than unfamiliar participants did {Md=7, r?=143), (7=4808.5, z=-3.183, 
p=.001, r=-.209. There was no significant effect of familiarity on stigma towards 
siblings (p=.872).
Compassion
Spearman’s Rho revealed a small negative correlation between compassion and 
stigma; as compassion increased, stigma decreased, n=-.232, p<.001. Specifically, 
as compassion increased so did expressions of pity and help towards siblings and 
expressions of dangerousness, blame, avoidance, incompetence, shame and desire 
for sibling-SED separation decreased. A hierarchical multiple regression^^ indicated 
that compassion was the only measures which significantly predicted sympathy 
towards siblings (beta = -.319, p<.001). The model as a whole accounted for 14.9% 
of the variance in sympathy towards siblings, F(4,227)=9.971, p<.001.
Samples sizes differed greatly and so these data are indicative only. 
Performed as per the other multiple regressions. All assumptions were met.
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Table-15: Significant correlations with compassion (n=232)
Item r P Strength of relationship
Pity .190 .004 Small
Dangerousness -.235 <.001 Small
Blame -.145 .027 Small
Help .479 <.001 Medium
Avoidance -.262 <.001 Small
Incompetence -.206 .002 Small
Shame -.291 <.001 Small
Sibling Separation -.190 .004 Small
PREDICTIVE MODELS
Hierarchical multiple regression assessed the ability of measures of knowledge, 
familiarity and compassion to predict levels of stigma after controlling for gender. 
Preliminary analyses checked for violations of the assumptions of normality, linearity, 
multicollinearity and homoscedasticity. The assumption of homoscedasticity was 
violated in the model which predicated stigma towards siblings, so for this model 
bootstrapping was used. All other assumptions were met.
Stigma towards Sibiings
Gender was entered at step 1, explaining 6.3% of the variance in stigma towards 
siblings. After entry of familiarity, knowledge and compassion at step 2, the total 
variance explained by the model as a whole was 15.1%, F(4,231)=10.104, p<.001. 
The measures of familiarity, knowledge and compassion explained an additional 
8.8% of the variance in stigma toward siblings, R squared change=.088, F change (3, 
227)=7.845, p<.001. In the final model familiarity was the only measure which was 
not statistically significant.
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Table 16: Correlations (N=232)
Stigma Gender Familiarity Knowledge Compassion
Pearson
Correlation
Stigma 1.000 .251 .045 -.224 -.262
Gender .251 1.000 .167 -.077 -.373
Familiarity .045 .167 1.000 -.160 -.205
Knowledge -.224 -.077 -.160 1.000 -0.72
Compassion -.262 -.373 -.205 -.072 1.000
Sig. (1-tailed) Stigma - <001 .246 <.001 <.001
Gender <.001 - .005 .121 <001
Familiarity .246 .005 - .007 .001
Knowledge <001 .121 .007 - .138
Compassion <001 <001 .001 .138 -
T a b le  17: B e ta  and  s ig n ifica n ce  va lu es .
b P
Step 1
Gender .531 .003
Step 2
Gender .331 .021
Familiarity -.138 .258
Knowledge -.360 .010
Compassion -.223 .005
Stigma Towards SEDs
G e n d e r w a s  e n te re d  a t s te p  1, e xp la in in g  9 .7%  o f th e  va ria n ce  in s tig m a  to w a rd s  
S E D s. A fte r  e n try  o f fa m ilia r ity , kn o w le d g e  and  co m p a ss io n  a t s te p  2 th e  to ta l 
va ria n ce  e xp la in e d  by th e  m ode l as a w h o le  w a s  23 .0% , F (4 ,2 2 7 )= 1 6 .95 5 , p < .0 0 1 . 
F am ilia rity , k n o w le d g e  and co m p a ss io n  e xp la in e d  an a d d itio n a l 13 .4%  o f th e  
va ria n c e  in s tig m a  to w a rd s  S E D s, R sq ua re d  c h a n g e = .1 3 4 , F  ch a n g e  
(3 ,2 2 7 )= 1 3 .1 2 1 , p < .0 0 1 . F a m ilia rity  w as th e  o n ly  m e a su re  no t s ta tis tic a lly  s ig n ifica n t.
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Table 18: Correlations (N=232)
Stigma Gender Familiarity Knowledge Compassion
Pearson
Correlation
Stigma 1.000 .311 .144 -.211 -.386
Gender .311 1.000 .167 -.077 -.373
Familiarity .144 .167 1.000 -.160 -.205
Knowledge -.211 -.077 -.160 1.000 -.072
Compassion -.386 -.373 -.205 -.072 1.000
Sig. (1-tailed) Stigma - <.001 .014 .001 <001
Gender <001 - .005 .121 <.001
Familiarity .014 .005 - .007 .001
Knowledge .001 .121 .007 - .138
Compassion <001 <.001 .001 .138 -
T a b le  19: B eta  and s ig n ifica n ce  va lu es .
B P
Step 1
Gender .311 <001
Step 2
Gender .166 .010
Familiarity .012 .846
Knowledge -.221 <.001
Compassion -.338 <.001
DISCUSSION
T h is  rese a rch  so u g h t to  in ve s tig a te  a d o le s c e n ts ’ a ttr ib u tio n s  o f s ib ling s . It 
h yp o th e s ise d  th a t s ib ling s  w ou ld  no t be s tig m a tise d  o r b lam ed  fo r  ED  onse t, bu t 
w o u ld  be v iew e d  as resp on s ib le  fo r  S E D -re co ve ry . S is te rs  o f fe m a le  S E D s  w e re  
h yp o th e s ise d  to  be v iew ed  as m ore  ‘c o n ta m in a te d ’ th an  b ro the rs . F ina lly  kn o w le d g e , 
fa m ilia r ity  and  co m p a ss io n  w e re  h yp o th e s ise d  to  p re d ic t red uce d  s tigm a .
STIGMA
P a rtic ip a n ts  d id no t e nd o rse  s tig m a  to w a rd s  s ib lin g s  o r  S E D s and  v iew e d  s ib lin g s  
w ith  sym p a th y . H ow ever, p a rtic ip a n ts  w e re  m ore  s tig m a tis in g  to w a rd s  S E D s th an  
s ib lin g s  and  e xp resse d  g re a te r d es ire  to  he lp  s ib lin g s  th a n  S E D s . T h e y  d id  no t
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blame siblings nor expect them to be dangerous/unpredictable. This is consistent 
with Corrigan, Miller and Watson’s (2006) findings that family members of individuals 
with Schizophrenia are not stigmatised. The strength of these findings is surprising 
given stigma reported by individuals and families. As such greater clarity is needed 
regarding specific mental illnesses as different diagnoses may attract different 
stigma.
Reported ‘family stigma’ may actually be vicarious stigmatisation or internalised 
stigma. Vicarious stigmatisation is the result of being impacted by the stigma 
experienced by others (Corrigan & Miller, 2004). Adolescents are more stigmatising 
of SEDs than siblings so siblings may experience vicarious stigmatisation. 
Furthermore internalised stigmatisation, the process of an individual imposing 
stigmatising beliefs upon themselves (Evans & Becker, 2009), may be present if 
siblings attribute blame to themselves.
Adolescent siblings (Grunwald & John, 2013, unpublished dissertation) frequently 
keep the SED’s diagnosis secret from friends, in part, to avoid ‘being treated 
differently’; experiencing sympathy and/or stigma. Indeed teenagers expressed pity 
for siblings and desire to help; thus marking siblings as different. Adolescence is a 
time of identity development during which peers take precedence over family (Brown 
& Larson, 2009). There is great debate as to whether adolescents are motivated to 
conform or promote individuality (Berger, 2008). The Deviance-Regulation Theory 
(Blanton, Stuart & Van den Eijnden, 2001) states that this dichotomy is overly 
simplistic. Instead individuals attend to consequences of each behaviour, associating 
with positive behaviours and avoiding negative behaviours (Blanton, Stuart & Van 
den Eijnden, 2001). Focus is on the function of a behaviour, its deviant or normative 
nature. Siblings who disclose the ED to their peers could be seen as associating 
themselves with stereotypes of ‘weakness’. By remaining silent, siblings are 
distanced from potentially important sources of support.
When considering these findings the measurement of stigma needs to be recognised 
as addressing generic stigmatising attributions. As Mond et al. (2006) note, public 
perception of EDs may not be of dangerousness/unpredictability. Instead those with 
EDs may be perceived as out of control or unreasonable, indicating a difficulty in 
attributing a cause to the behaviour. Furthermore elements of EDs may appear 
desirable. Links between EDs and celebrities may have created associations with
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fame, wealth and beauty (Striegel-Moore & Franko, 2003). There may be a necessity 
to identify novel ways of assessing ED stigma.
BLAME AND RESPONSIBLITY
Research indicates that siblings are held responsible for treatment 
adherence/relapse, although no explanation for this is proposed. Whilst participants 
were overwhelmingly non-stigmatising, responses relating to ‘recovery blame’ 
clustered around “Neither agree nor disagree”, indicating ambivalence. When EDs 
are attributed to behavioural choices, the public might hold the SED responsible for 
recovery. However when EDs are viewed biogenetically, perceivers might attribute 
more control/responsibility to families. This uncertainty may be higher than for 
Schizophrenia as the biopsychosocial model of EDs predominates, encompassing 
both attributions. Additionally adolescents may be seen as lacking power to affect 
change within families. Adult siblings could be perceived as more able to achieve 
treatment adherence and therefore are held more responsible.
SIBLING AND SED GENDER
It was hypothesised that siblings would be viewed as ‘contaminated’. These data did 
not support this hypothesis. There is no indication from the data that female siblings 
of a female SED would be viewed as more ‘contaminated’ than brothers. This might 
indicate increasing awareness amongst adolescents of the extent of the genetic and 
environmental contributions to ED development. Participants who knew less about 
EDs did perceive siblings as more contaminated than those more knowledgeable, 
although this did not reach statistical significance. Whilst tentative data only, it does 
emphasise the value of accurate information dissemination.
KNOWLEDGE AND FAMILIARITY
Less knowledgeable participants more strongly endorsed stigma towards SEDs, but 
not siblings. However, those who were less knowledgeable less strongly opposed 
the idea that siblings should feel shame and that ED onset related to their 
‘incompetence’. Furthermore, those familiar with EDs through interpersonal contact 
expressed greater sympathy towards siblings than those who were unfamiliar (and 
less stigma towards SEDs). Familiarity was defined as interpersonal contact with
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SEDs, not with siblings, so it is not surprising that the effect of familiarity was greater 
relating to SEDs.
The mechanism of interpersonal contact affecting stigma is unclear. One theory is 
that habituation occurs following repeated pleasant/non-threatening contact with a 
stigmatised other (Blascovich et al., 2001). Attribution theory provides an alternative 
mechanism. If an individual spends time with a stigmatised other and experiences 
them as inconsistent with negative preconceptions then they must alter their beliefs to 
account for this new information (Couture & Penn, 2003). New information could be 
observed behaviour or factual information. Therefore it is difficult to clarify whether 
interpersonal contact or ED knowledge is the mechanism for reducing stigma.
Indeed participants familiar with EDs performed best on the Knowledge Quiz. An 
interesting study investigated this link and found that stigma only reduced when anti­
stigma programmes involved education and service-user contact (Meise et al., 2000). 
Although education alone can still reduce stigma (see Rusch, Angermeyer &
Corrigan, 2005). As Rusch et al. (2005) note, biogenetic messages reduce stigma 
(Pinto-Foltz & Logsdon, 2009) but may also mark individuals out as different, leading 
to greater social distance (Rusch, Todd, Bodenhausen & Corrigan, 2010). The 
majority of these studies have focussed on either ‘mental illness’ or Schizophrenia. 
Programmes which are ED-specific are a necessary area of future research. When 
examined closely familiarity did not significantly add to models which predicted 
sympathy or stigma towards siblings or SEDs, suggesting that knowledge and not 
familiarity plays a greater role in stigmatising attributions. As such there needs to be 
a greater focus on disseminating accurate information. It may be that EDs familiarity, 
whilst promoting greater knowledge also exposes people to the challenges of caring 
for someone with an ED (Crisp, 2005) and feelings of jealousy around the ability to 
control weight, supported by Mond et al. (2006). Both of these elements may 
contribute to the complexity of the impact of interpersonal contact on stigma and 
sympathy in EDs.
Issues of knowledge and familiarity may account for findings that ‘white’ participants 
stigmatised SEDs (but not siblings) less than ‘non-white’ participants. Such findings 
are supported amongst college students (Rao, Feinglass & Corrigan, 2007). ‘White’ 
participants were more knowledgeable and more likely to know someone with an ED; 
unsurprising as EDs are most diagnosed within this population (Striegel-Moore et al., 
2003). Those identified as Middle Eastern less strongly opposed avoidance of
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siblings than white participants and black British participants less strongly opposed 
the idea that siblings should be separated from SEDs than white participants.
Sample sizes were small, but suggest that there may be effects of ethnicity. In 
addition to issues of knowledge and familiarity, varying approaches globally to mental 
health and cultural perceptions of weight may contribute. It could be valuable to tailor 
anti-stigma programmes towards particular ethnic groups, without labelling these 
groups as prejudiced or discriminatory.
COMPASSION
Compassion was associated with decreased stigma towards siblings and SEDs. As 
compassion increased so did expressions of pity and desire to help. Attribution 
theory posits that ‘uncontrollable’ behaviour elicits greater compassion. Behaviours 
seen as controllable evoke blame and anger (Hinshaw, 2005), implying an 
association between blame and compassion. An alternative theory is that 
compassionate individuals are more likely to inform themselves about EDs and so 
are more knowledgeable, which is associated with less stigma. Furthermore, 
compassionate individuals might be more likely to befriend stigmatised others thereby 
making them more familiar, also associated with reduced stigma of SEDs. Indeed 
these data showed that participants familiar with EDs were more compassionate.
The link between compassion and stigma highlights the possibility that the ability to 
empathise and mentalise could be mechanisms for reducing stigma. Compassion 
was the only measure which significantly predicted sympathy towards siblings and 
contributed significantly to models of predicting stigma towards siblings and SEDs. 
The link between compassion, mentalisation and stigma would be a valuable 
research area, leading to anti-stigma programmes which develop these attributes 
without focussing on specific mental illnesses.
Male participants expressed greater stigma towards siblings and SEDs than female 
participants, supporting previous evidence that males are typically more stigmatising 
than females (Corrigan & Watson, 2007). However, females were more 
compassionate than males and so the effect of gender might in fact be an effect of 
compassion. Whilst females score more highly on measures of compassion, these 
measures may not best capture the different ways in which males express 
compassion or support others. This effect of gender and its significant contribution to
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models which predicted stigma emphasises the importance of public health 
messages which target males, in the context of increasing diagnoses of EDs amongst 
this population.
IMPLICATIONS FOR COUNSELLING PSYCHOLOGISTS
This study indicates that stigma is low, within this sample. Supporting school-based 
ED education and wider initiatives such as Time to Change (www.time-to- 
change.org.uk) are important elements of Counselling Psychologists’ work and must 
represent a long-term commitment as stigma can persist after one-off interventions 
(Tillman et al., 2012). In light of research highlighting stigma from healthcare 
professionals, there is a need to address clinical language. The removal of ‘refusal’ 
from DSM-5 is a positive step. However, measures such as the FQ which use the 
term ‘contamination’ serve to further marginalise individuals. ‘Diminished worth’ or 
‘susceptibility’ might be more accurate and less affect-laden. When working with 
families, psychologists need to address experiences of stigma and families’ 
responses to ensure that they are not isolated from vital support networks. Multi­
faceted approaches to reducing stigma which challenge beliefs whilst reducing the 
power of those who stigmatise are essential (Link & Phelan, 2001).
LIMITATIONS
Studies using Likert scales may be distorted by various biases. ‘Acquiescence 
response bias’ (Winkler, Kanouse & Ware, 1982), the tendency to strongly 
agree/disagree, may have occurred. Attempts were made to manage this by using 
alphanumerical labels (Podsakoff, MacKenzie, Lee & Podsakoff, 2003). ‘Social 
desirability bias’ was managed through anonymous, individual completion of 
measures. Finally, 50.9% of the participants were psychology students, representing 
a sample who may be more informed and compassionate than average adolescents. 
66.4% of participants were female. More purposive recruitment of male participants 
and an exclusively non-psychology sample may have yielded different results.
The Knowledge Quiz that was used in this study was short and unstandardised, 
designed to yield preliminary data. As such it does not provide an in-depth 
assessment. It is further limited in its scope by the continued uncertainty regarding 
the aetiology of EDs (Polivy & Herman, 2002).
224
Finally this study looked at attributions and expected behaviour. Behavioural items 
(avoidance and help) were not explicitly measured and findings must be interpreted in 
this light. Measures of actual behaviour and implicit stigma (e.g. O’Driscoll et al., 
2012) are important areas of further study. Similarly whilst vignettes are an important 
tool in research (Hughes & Huby, 2002) they can never exactly reproduce real life.
FUTURE RESEARCH
This study represents a starting-point for research aiming to reduce stigma and 
support siblings. Elaboration in the form of qualitative studies exploring adolescent’s 
views around sibling responsibility for recovery would be valuable. Future research 
must consider the differentiation between reported family stigma, internalised stigma 
and vicarious stigma to ensure scales are measuring the intended form of stigma. 
Similarly there is a need to address different common ED diagnoses. This study 
highlighted a link between ethnicity and stigma which could be usefully explored in a 
study with purposive recruitment of participants. Anti-stigma programmes would be 
supported by exploration of the relationship between compassion, mentalisation and 
stigma.
CONCLUSION
This study sought to investigate adolescents’ attributions of siblings. These data 
supported the hypothesis that adolescent siblings and SEDs are not stigmatised by 
their peers, which may be indicative of improved teaching around EDs in schools and 
media representation. Males, less compassionate participants and those unfamiliar 
with/less knowledgeable about EDs more strongly endorse stigma. This has 
implications for the design and implementation of anti-stigma programmes to ensure 
that siblings and SEDs are not discriminated against when in greatest need of peer 
support.
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PERSONAL LEARNING
I approached this study with a sense of relief at returning to the relative familiarity of 
quantitative research. My background prior to this training had been exclusively in 
quantitative methods and I looked forward to working in the knowledge that there was 
a strong element of ‘objectivity’ to the findings that I would produce. As a critical 
realist, I saw the findings as generalisable to the population, which I felt would make 
the research as valuable to the literature as possible. However, I quickly discovered 
that the objectivity that I longed for was not as easy to achieve as I had initially 
anticipated. Whilst the process of carrying out each statistical test was reassuringly 
protocolled and standardised using SPSS, the interpretation of the findings was far 
more nuanced. Experts’ opinions differed, for example, regarding standards of effect 
size or how to analyse data from Likert scales.
With qualitative research there is recognition that the researcher interacts with the 
data and findings. This quantitative research aims for a greater degree of objectivity. 
However, I learnt that the ways in which data are analysed and presented is much 
more open to the researcher’s discretion than I had previously thought. As the saying 
goes, ‘statistics can be made to prove anything, even the truth’ (Anon.). So I was 
surprised at the extent to which I was required to make choices about how and what 
data to present. However, I came to see that whilst this could not be avoided, the 
crucial element of the undertaking was to ensure that each decision made was done 
transparently and with justification so that the reader could understand the findings 
and the extent to which they were reliable and secondly would be able to replicate the 
study.
As a Counselling Psychology Trainee, I recognise the importance of challenging 
stigma around mental health so felt excited about contributing to this through 
research. After interviewing siblings in a qualitative study last year, I was left curious 
about how rarely siblings spoke of their experiences to their friends and peers.
Indeed I was shocked at how few of them had told their friends at all. For many of 
these siblings this choice appeared to be one of avoidance of the ED whilst away 
from home, although they also spoke of not wanting to be ‘treated differently’. 
However, I felt surprised that siblings would experience stigma at all. I was aware of 
the stigma that parents experienced, but I had not expected that stigma would form a 
significant element of siblings’ experiences. So I approached this research from a
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position of curiosity, not wanting to assume firstly that siblings were experiencing 
stigma and secondly that their perception of stigma equated to negative attributions 
from others.
When undertaking this research, I felt it was important to have an open dialogue 
about stigma and about EDs. I feel strongly that research findings should be shared 
and that Counselling Psychologists have a responsibility to think more widely than 
simply individual therapy with clients. As such, and as an incentive for participation, I 
offered to do some teaching for any schools which facilitated access to participants. 
This became a very important part of the research for me. Firstly I felt encouraged by 
the interest students showed in my research; their curiosity about the topic, their 
desire to know more about EDs and their interest in psychology as a subject and 
career. It left me wondering how many opportunities young people have to talk about 
mental health openly and to ask questions, particularly around common myths of 
EDs.
Secondly, I felt it was important for research participants to feel that they received 
something ‘in return’ for their participation in my study. This, in particular, was a 
challenging area for me. Whilst I intend to publish my findings, I was aware that this 
study is also a requirement for me to pass my doctoral training. Ensuring that I had 
enough participants for my study was not only a professionally driven endeavour, but 
also a personal one. It was important to me that participants (and their schools) did 
not feel taken for granted. However, I was surprised by the participants’ interest not 
only in the content of the study, but also in the process of research. They had many 
questions about designing measures, ethics and statistics and were keen to state on 
their CVs that they had taken part in ‘real’ research. This highlighted, for me, the 
importance of learning by doing and reminded me of how much I learnt during my 
undergraduate psychology degree by participating in others’ experiments. Whilst I 
continue to feel grateful to all those who participated, I was reassured to know that 
their participation in some way benefitted them. Finally I felt that the teaching 
element of this research was essential to conveying the values of the research 
opening dialogues about stigma and mental health.
Having spent two years already researching this subject, I felt increasingly confident 
about how much I knew and the angle that I was taking. This was emphasised 
through the opportunities that I have taken to share my research with others. I
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believe that sharing research findings is an ethical obligation out of respect for those 
who have given up their time to participate but also in the service of adding to 
knowledge. I have presented my previous research as posters and oral 
presentations at various conferences and received valuable feedback. The interest 
that others have shown in the subject and my findings has confirmed the necessity of 
my undertaking further research in this area and built my confidence to do so.
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Appendix A: Invitation to Schools
Dear Head Teacher,
I am in my fina l year o f a doctora te  in Counselling Psychology a t the  University o f Surrey. I 
am cu rren tly  doing research in to  teenagers' beliefs about eating disorders and a ttitudes 
tow ards people w ith  eating d isorders and th e ir  fam ilies. I am in terested in recru iting  
partic ipants w ho are aged 16-18years. I was w ondering  if  yo u r school w ou ld  be in terested in 
being involved w ith  th is pro ject. In re tu rn , I w ou ld  be happy to  provide teaching to  students 
around eating disorders a n d /o r careers in psychology, i f  you th in k  th is  w ou ld  be beneficial.
The study involves partic ipants com ple ting  a short set o f questionnaires. This w ou ld  take 
approxim ate ly  SOmins. I could come in to  school to  m eet w ith  the  students, explain a litt le  
about th e  study and co llect the  com pleted questionnaires. Any s tudent w ishing to  take part 
w ou ld  need to  sign a consent fo rm  and w ou ld  have the  o p p o rtu n ity  to  ask me any questions 
before  doing th is. No one w ou ld  be expected to  take part i f  they  did no t feel com fortab le  
doing so. We could arrange th is  fo r  a convenient tim e  fo r  the  students, so th a t tim e  is no t 
taken away from  lessons.
I hope th a t findings from  th is study w ill con tribu te  to  the  grow ing body o f research in th is  
area in fo rm ing  schools, psychologists and fam ilies about how  best to  in fo rm  young people 
about eating disorders and support those w ith  th is  diagnosis.
If you th in k  th a t th is is a p ro ject w hich your school m ight be in terested in being involved in 
a n d /o r w ould  like fu rth e r in fo rm a tion  a t th is stage then please do no t hesita te to  ge t in 
touch  w ith  me.
Kind regards,
Jenny Grunwald
Jenny Grunwald
Trainee Counselling Psychologist 
University o f Surrey
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Appendix B: Participant Information Sheet
ATTITUDES TOWARDS SIBLINGS OF PEOPLE WITH ANOREXIA NERVOSA
Participant Information Sheet
Introduction
My name is Jenny and I am a trainee Counselling Psychologist based in the School or Psychology at the 
University of Surrey, Guildford. I would like to invite you to take part in a research project. Before you 
decide you need to understand why the research is being done and what it will involve for you. Please 
take the time to read the following information carefully. Talk to others about the study if you wish.
What is the purpose of the study?
This study seeks to find out how teenagers view people with a diagnosis o f Anorexia Nervosa 
and their siblings.
Why have I been invited to take part in the studv?
You have been invited to take part in this study because you are 16-18 years old and you 
attend this school.
Do I have to take part?
No, you do not have to participate. You will not get in trouble if you decide not to take part 
and your school will not find out whether you took part or not. You can even start the study 
and decide part way through that you no longer want to take part. However, once you have 
completed the ‘Study Pack’ and handed it in, you will no longer be able to w ithdraw (because 
you name w on’t be on the ‘Study Pack’ and so I w on’t know which one was yours).
What do I have to do if I take part?
If you decide to take part, you will be asked to sign a consent form , which states that you have 
understood all o f this information and have made the decision to take part. You will then be 
given the ‘Study Pack’ which has a few  short questionnaires in it. You will be asked to 
complete these and then hand them in to me. I will not know which form s are yours and so I 
w on’t be able to work out who gave which answers. I th ink the whole process will take no 
more than SOminutes.
Will anyone find out that I've taken part?
All of the information you give will be anonymised so that those reading reports from  the 
research will not know who has contributed to it. Data will be stored securely in accordance 
with the Data Protection Act 1998.
What are the benefits of taking part?
It is unlikely that you will benefit directly, but I hope that the findings from this study w ill be 
useful in understanding more about how teenagers view people with Anorexia Nervosa and 
their siblings. It m ight mean that I can think of ways to improve the information available to 
teenagers about eating disorders.
Are there any downsides of taking part?
You might find that it’s difficult to think about eating disorders and that it becomes upsetting. If 
you do feel upset, you are free to stop at any point. I can give you information about places 
that you can access support both within your school and outside it, fo r example you could call 
the BEAT (Beating Eating Disorders) helpline on 0845 634 7650. The helpline is open Mon- 
Fri evenings 4.30pm-8.30pm and Sat 1pm-4.30pm.
What happens afterwards?
I will send a summary of the research findings to your school once the study has been completed 
(approximately August 2014). I hope to present my research findings at meetings (for instance
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conferences for teachers or psychologists). No-one will be able to work out who you are or that you 
took part in this study.
W hat i f  th e re  is a p ro b le m ?
If you have worries about any part o f the w ay you have been treated during the  course o f the 
research study, then you can contact m y supervisor, Mary John. Her contact details are at the 
end o f this Information Sheet.
Who is organising and funding the research?
The University of Surrey is sponsoring this research as part of my training programme.
Has the research been approved hv any committee?
The study has received favourable ethical opinion by the Faculty o f Arts & Human Sciences 
University o f Surrey Ethics Committee.
T ha nk  you  fo r  ta k in g  the  tim e  to  read th is  In fo rm a tio n  Sheet.
Research be ing  co n d u c te d  by:
Name: Jenny Grunwald
T itle : Trainee Counselling Psychologist
A d d re ss : School o f Psychology, University o f Surrey, Guildford, Surrey, GU2 7XH
R esearch Phone: 07570804049
Em ail add ress : j.grunwald@ surrey.ac.uk
Please contact me in whichever w ay is most convenient fo r you. If I am unable to answer my 
phone you w ill be able to leave a voicemail. I w ill return your call or email within 48 hours.
S upe rv ised  by: 
Name:
T itle :
A d d re ss :
W o rk  Phone: 
Em ail add ress :
Mary John
Registered Consultant Clinical Psychologist and Programme Director
PsychD Clinical Psychology
University o f Surrey, Guildford, Surrey, GU2 7XH
01483 68 9267
m.john@ surrey.ac.uk
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Appendix C: Introduction Presentation
Slide 1
Slide 4:
Slide 2:
W ho Am I?
Jenny Grunwald
Trainee Counselling Psychologist
University of Surrey
Research interest in Eating Disorders
Siide 3:
W hat Does This Research involve?
• What is the purpose of the research?
• Why have I been invited to participate?
■ What do I have to do?
• Will anyone find out that I've taken part?
• What are the benefits of participating?
• Are there any downsides to participating?
• Do 1 have to take part?
• What if there's a problem?
Example
Stfonglv
norcisagres:
There is no right answer!
Slide 5:
Any Questions?
Y.-T;
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Appendix D: Consent Form
Attitudes Towards Siblings of People with Anorexia Nervosa
I the undersigned voluntarily agree to take part in the study about S ib lings and Eating 
Disorders.
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators o f the nature, purpose, location and likely duration o f the 
study, and o f what I will be expected to do. I have been advised about any discomfort 
and possible ill-effects on my health and well-being which m ay result. I have been given 
the opportunity to  ask questions on all aspects o f the study and have understood the 
advice and information given as a result.
I agree to com ply with any instruction given to me during the study and to co-operate fu lly 
with the investigators. I shall inform them immediately if I suffer any deterioration o f any 
kind in my health or well-being.
I consent to m y personal data, as outlined in the accompanying information sheet, being 
used fo r this study and other research. I understand that all personal data relating to 
volunteers is held and processed in the strictest confidence, and in accordance with the 
Data Protection Act (1998).
I understand that I am free to  w ithdraw  from the study at any tim e up to  handing in the 
completed ‘Study Pack’ w ithout needing to justify  m y decision and w ithout prejudice.
I confirm  that I have read and understood the above and free ly consent to participating in 
this study. I have been given adequate tim e to consider m y participation and agree to 
com ply with the instructions and restrictions o f the study.
Name o f volunteer (BLOCK CAPITALS)
Signed
Date
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Appendix E: Study Pack
Thank you very much for agreeing to participate in this study. Please complete the 
following questions about yourself to the best of your knowledge.
1. How old are y o u ? ___________________ ;___________ years
2. W hat is your gender?___________________________
3. Do you have siblings? |Yes| |No
4. How would you describe your ethnicity?
5. Have you ever been diagnosed with an eating disorder? |Yes| |No 
•  If yes, what was the d iagnos is?________________________
6. Do you know anyone who has been diagnosed with an eating disorder? |Yes| [No 
•  If yes, what is your relationship to them (e.g. sibling, close friend, cousin, 
acquaintance...)
From which areas have you heard information about eating disorders (tick as many as 
apply)
□ Family
□ Friends
□ School
□ Media (TV, newspapers, m agazines...)
□ Other (please specify)
Please read the following questions about eating disorders and tick the one answer 
that you think is correct for each question.
1. Which o f these statements is true
□ Women can get both Anorexia and Bulim ia, but men can’t get Anorexia.
□ Both women and men can develop an eating disorder, but they are more common in 
women.
□ Both women and men can develop Anorexia and Bulim ia, but men don’t have body- 
image problems.
2. People with Anorexia:
□ Have an intense fear o f being fat
□ Feel better when they’ve reached a healthy weight
□ Eat huge amounts o f food, but don’t gain weight
3. A  person with a healthy weight has a BMI o f about:
□ 18-27 (women) or 19-27 (men)
□ 18-24 (women) or 19-24 (men)
□ 17-24 (women) or 18-27 (men)
4. Someone develops Anorexia because of:
□ Their genes
□ Problems at home or at school
□ They want to look like a model
□ Doctors don’t know, there are lots o f possible reasons and everybody is different.
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Please read the following questions and circle the number that you think best applies
to you._______________________________
1. W hen I see people I do not know feeling sad, I feel a need to reach out to them.
1 2 3 4 . 5  6 7
Not at all Very true
true o f me o f me
2 . 1 spend a lot o f tim e concerned about the well-being o f humankind.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
3. W hen I hear about someone (a stranger) going through a difficult time, I feel a great deal o f 
compassion fo r him or her.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
4. It is easy fo r me to feel the pain (and joy) experienced by others, even though I do not know 
them.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
5. If I encounter a stranger who needs help, I would do alm ost anything I could to help him or 
her.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
6 . 1 feel considerable compassion fo r people from  everywhere.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
7 . 1 would rather suffer m yself than see someone else (a stranger) suffer.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
8. If given the opportunity, I am willing to sacrifice in order to let people from  other places who 
are less fortunate achieve their goals.
1 2 3 4 5 6 7
Not at all V ery true
true o f me o f me
9 . 1 tend to feel compassion fo r people, even though I do not know them.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
10. One of the activities that provides me with the most meaning to my life is helping others in
the world when they need help.
1 2 3 4 5 6 7
Not at all V ery true
true o f me o f me
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11.1 would rather engage in actions that help others, even though they are strangers, than 
engage in actions that would help me.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
1 2 .1 often have tender feelings toward people (strangers) when they seem to be in need.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
1 3 .1 feel a selfless caring fo r most o f humankind.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
1 4 .1 accept others whom I do not know even when they do things I th ink are wrong.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
15. If a person (a stranger) is troubled, I usually feel extreme tenderness and caring.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
1 6 .1 try to understand rather than judge people who are strangers to me.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
1 7 .1 try to put m yself in a stranger’s shoes when he or she is in trouble.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
1 8 .1 feel happy when I see that others (strangers) are happy.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
19. Those whom I encounter through m y work and public life can assume that I w ill be there if 
they need me.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
2 0 .1 want to spend time with people I don’t know well so that I can find ways to help enrich 
their lives.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
2 1 .1 very much w ish to be kind and good to fe llow  human beings.
1 2 3 4 5 6 7
Not at all Very true
true o f me o f me
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[Please read the following statement about Jessica/James and then circle the numberof the best answer to each question. ___
[Jessica/James] has been diagnosed with Anorexia Nervosa (which is an 
eating disorder). [Jessica/James] has become seriously underweight and has 
had to go into hospital.
1 . 1 would feel pity fo r [Jessica/James].
1 2 3
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
2 . 1 would you feel that [Jessica/James] is dangerous.
1 2 3 4
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
3 . 1 would feel scared o f [Jessica/James]
1 2 3 4
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
4 . 1 th ink [Jessica/James] is to blame fo r the Anorexia Nervosa.
1 2 3 4 5
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
5 . 1 th ink [Jessica/James] should be in a special class fo r kids with problems, not a normal class like mine.
1
Strongly
Disagree
Neither agree 
nor disagree
8 9
Strongly
Agree
6 . 1 would feel angry at [Jessica/James] 
1 2 3
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
7 . 1 would help [Jessica/James] with school work.
1 2 3 4 5
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
8 . 1 would try to stay away from [Jessica/James] after school.
1 2 3 4 5
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
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Please read the following statement and then circle the number of the best answer to 
each question about Harriet/Henry the sister/brother of Jessica/James.
[Harriet/Henry] is one o f your friends. [He/she] has a [brother/sister], called 
[Jessica/James] who has been diagnosed with Anorexia Nervosa. 
[Jessica/James] has become seriously underweight and has had to go into 
hospital. ________________________________________ __________________
1 .1 would feel pity fo r [Harriet/Henry].
1 2 3
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
2 . 1 would feel that [Harriet/Henry] is dangerous. 
1 2 3 4
Strongly
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
3 . 1 would feel scared o f [Harriet/Henry], 
1 2 3
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
4 . 1 would think that [Jessica/Jam esj’s condition is [Harriet/HenryJ’s fault.
1 2 3 4 5 6
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
5 . 1 would feel angry at [Harriet/Henry].
1 2 3 4 5
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
6 . 1 would help [Harriet/Henry].
1 2 3
Strongly 
Disagree
Neither agree 
nor disagree
9
Strongly
Agree
7 . 1 would try to stay away from  [Harriet/Henry].
1 2 3 4 5
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
8 . 1 th ink [Harriet/Henry] is responsible fo r making sure [Jessica/James] gets better.
1 2 3 4 5 6 7
Strongly Neither agree
Disagree nor disagree
9
Strongly
Agree
9 . 1 th ink [Jessica/James] got her condition because [Harriet/Henry] was an incom petent 
1 2 3 4 5 6 7
Strongly Neither agree
Disagree nor disagree
[sister/brother]. 
8 9
Strongly
Agree
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10. [Harriet/Henry] should feel ashamed because o f [Jessica/James] and her condition.
1 2 3 4 5 6 7 8  9
Strongly Neither agree Strongly
Disagree nor disagree Agree
11. Because [Jessica/James] grew up with [Harriet/Henry], I th ink [Harriet/Henry] is contam inated by 
[Jessica/Jam esj’s condition.
1 2 3 4 5 6 7 8 9
Strongly Neither agree Strongly
Disagree nor disagree Agree
12. [Jessica/James] should be kept away from [Harriet/Henry] so she/he can get better
1 2 3 4 5 6 7 8  9
Strongly Neither agree Strongly
Disagree nor disagree Agree
Thank you very much for completing this Study Pack. 
Please now give this to Jenny Grunwald.
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Appendix F: Debrief Sheet
Debrief Sheet
Thank you very much fo r participating in this research. I hope that you found it interesting.
What happens next?
Now that you have completed the ‘Study Pack’ there is nothing more that you need to do. I 
w ill now analyse the data to see what I can find out.
What did you find out?
I w ill send your school/college a sum m ary o f the findings from my research (probably around 
August 2014). Your teacher can pass this on to you if you’d like to read it.
What should I do if I feel upset and need someone to talk to?
Sometimes thinking about topics like this can leave people feeling upset or distressed. If you 
eel this way, there are lots o f people that you could ta lk to. Here are some ideas.
You could ta lk to someone that you know and trust, like your Mum and Dad or a good 
friend.
You could ta lk to someone in your school/college, fo r example a teacher or the school 
counsellor [A dd  sc h o o l s p e c ific  d e ta ils  w he re  ava ilab le ]
You could make an appointm ent to speak to your doctor (GP).
There are lots o f organisations that you could ring where there would be som eone that 
you could ta lk to in confidence.
BEAT (Beating Eating Disorders): 0845 634 7650 or text 07977 493 345 or email fyp@ b- 
eat.co.uk
This helpline is open Mon-Fri evenings 4.30pm -8.30pm  and Sat 1pm-4.30pm.
S am aritans: 08457 90 90 90 orjo@ sam aritans.org  
The helpline is open 24 hours a day, 365 days a year.
C are iine: 0845 122 8622
This helpline is open Mon-Fri lO a m -lpm  and 7pm-10pm.
Thank you again for your help. 
Jenny Grunwald
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Appendix G: F AH S Evidence of Favourable Ethical Opinion
Fgcully of Arts and Human Sciences 
Ethics Committee
Chair's Action
Proposal Ref: 9454»SY-13
Name of Student/Trainee: JENNY GRUNWALD
Title of Project: Teenagers' Attitudes Towards Adolescent Siblings of
people with Anorexia Nervosa
Supervisor: Mary John
Date of submission: 26^ November 2013
The above Research Project has been submitted to the FANS Ethics Committee and 
has received a favourable ethical opinion from the Faculty of Arts and Human Sciences 
Ethics Committee on the basis described in the protocol and supporting documentation.
The final list of documents reviewed by the Committee is as follows:
Protocol Cover sheet 
Summary of the project 
Detailed protocol for the project 
Participant Information sheet 
Consent Form
This documentation should be retained by the student/trainee in case this project is 
audited by the Faculty Ethics Committee.
Signed: - /
^ o fe s s o r Béftram Opitz 
Chair
Dated: /
Please note:
If fAem am any s^ nATcanf changes (o your proposai whicA mguire W her scrutiny, please coni^ ct thé 
Facü/6^  Eth/cs Comm^eë PëA)m pn%;eedmg Wth your Prq/ect;
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Appendix H: Categorisation of Ethnicity
Participants responded free ly to  the question “How would you describe your ethnicity?” 
Responses were coded by the researcher into the follow ing categories. W here participants 
did not state their ethnicity exactly as per the categories below, the inclusion criteria are 
stated.
E th n ic ity In c lu s io n  C rite ria
W hite W hite Included participants 
describing them selves North 
American, from New Zealand 
or Turkish w ithout specified 
‘colour’. A lso included ‘white 
Hispanic’ participants.
Black British Included any participant who 
described them selves simply 
as ‘black’.
Black African Included participants who 
described them selves as 
‘A lgerian’.
Asian
Non-W hite M ixed/Other Included participants describing them selves as 
‘brown’
British Asian
South Am erican
Black Caribbean
Middle Eastern Included participants who 
described them selves as 
‘Georgian’.
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Appendix I: Cohen’s (1988) Criteria for Effect Sizes
Chi-Sauare Test. M ann-W hitnev U Test. Kruskal-W ailis Test and W ilcoxon Signed Rank Test
r E ffe c t S iz e
.1 S m all
.3 M edium
.5 Large
Spearman’s Rho
r S tre n g th  o f  R e la tio n s h ip
.1 0 - . 2 9 S m all
.3 0  -  .4 9 M edium
. 5 0 - 1 . 0 Large
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Appendix J: Compassionate Love Scale Reliability Analysis
Cron bach's 
Alpha
N of Items
.945 21
Item-Total Statistics
Scale Mean if 
Item Deleted
Scale Variance 
if Item Deleted
Corrected Item- 
Total 
Correlation
Cronbach's 
Alpha if Item 
Deleted
Compassioni 85.62 439.780 .656 .942
Compassion? 85.85 445.601 .592 .943
Compassions 85.35 433.154 .722 .941
Compassion4 85.47 439.297 .649 .942
Compassions 85.69 446.490 ;610 .943
Compassions 85.54 435.928 .719 .941
Compassion? 86.22 438.274 .584 .944
Compassions 85.72 442.423 .641 .942
Compassions 85.50 431.064 .806 .940
Compassioni 0 85.67 436.628 .712 .941
Compassioni 1 86.05 443.132 .640 .942
Compassioni? 85.59 436.034 .758 .941
Compassioni 3 86.01 438.975 .741 .941
Compassion14 86.30 449.051 .501 .945
Compassioni 5 86.05 434.177 .778 .940
Compassioni 6 84.99 444.477 .567 .944
Compassioni? 85.29 439.386 .629 .943
Compassioni 8 84.97 441.035 .639 .942
Compassioni 9 84.66 449.987 .514 .944
Compassion20 86.33 446.199 .612 .943
Compassion21 84.42 442.546 .637 .942
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Appendix K: Famiiy Questionnaire (FQ) Reiiability Analysis
Reliability Statistics
Cronbach's
Alpha
Cronbach's 
Alpha Based on 
Standardized 
Items
N of Items
.778 .833 12
item-Totai Statistics
Scale 
Mean if 
Item 
Deleted
Scale 
Variance if 
Item Deleted
Corrected
Item-Total
Correlation
Squared Multiple 
Correlation
Cronbach's 
Alpha if Item 
Deleted
SibAttitudel PityReversed 21.26 83.623 .171 .184 .798
SibAttitude2Dangerousness 23.34 81.732 .546 .480 .754
SibAttitude3Fear 22.94 82.269 .256 .177 .783
SibAttitude4Blame 23.16 80.114 .546 .515 .752
SibAttitudeSAnger 23.42 82.772 .613 .530 .753
SibAttitude6HelpReversed 21.55 78.023 .376 .344 .769
SibAttitude7Avoid 23.38 81.708 .665 .551 .749
SibAttitudeSRecoveryBlame 20.83 83.381 .162 .169 .802
SibAttitudeGlncompetence 23.17 79.598 .601 .520 .748
SibAttitudel OShame 23.34 78.735 .608 .485 .746
SibAttitudel 1 Contamination 23.06 77.312 .503 .388 .753
SibAttitudel 2AvoidanceSiblin
J _____________________
23.09 76.467 .661 .526 .739
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Appendix L: Attribution Questionnaire (AQ-8-C) Reliability Analysis 
Reliability Statistics
Cronbach's
Alpha
Cronbach's 
Alpha Based on 
Standardized 
Items
N of Items
.717 .736 8
Item-Total Statistics
Scale 
Mean if 
Item 
Deleted
Scale Variance 
if Item Deleted
Corrected
Item-Total
Correlation
Squared Multiple 
Correlation
Cronbach's 
Alpha if Item 
Deleted
EDAttitudel PityReversed 17.23 59.374 .318 .157 .710
EDAttitude2Dangerousness 18.43 62.445 .298 .203 .710
EDAttitude3Fear 18.34 56.778 .377 .239 .697
EDAttitude4Blame 17.96 56.557 .446 .261 .680
EDAttitudeSSegregation 18.85 58.844 .538 .341 .668
EDAttitude6Anger 18.88 59.518 .526 .319 .672
EDAttitude7HelpReversed 16.66 58.175 .311 .195 .714
EDAttitude8Avoidance 18.75 56.359 .570 .363 .658
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Appendix M: Compassionate Love Scale Distribution
Histogram
Com passionM eanTotal
Mean » 4.28 
Std. Dev. = 1.048
Statistics
CompassionMeanTotal
Valid 232
N
Missing 0
Std. Error of Mean .06881
Std. Deviation 1.04814
Variance 1.099
Skewness -.468
Std. Error of Skewness .160
Kurtosis -.016
Std. Error of Kurtosis .318
Range 5.52
Minimum 1.14
Maximum 6.67
ZSkewness = -2.925 
ZKurtosis = -0.050
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Appendix N: Attribution Questionnaire (AQ-8-C) Distribution
S cale
S kew ness Kurtosis
DistributionStatistic Std.
Error
Z S kew ness Statistic Std.
Error
ZKurtosis
[S -
0 /S E skew n ess ]
[K-
0/S E kurtosis]
S um m ed  A Q -  
8 -C
1 .159 .160 7 .2 4 3 7 5 2 .0 9 9 .318 6 .6 0 0 6 2 9 Not norm ally  
distributed
EDAttitude4BlBme
ZSkewness = -4 .588  
ZKurtosis = .308
EDAttitude20angerousness
ZSkewness = 9.094  
ZKurtosis = 5.110
EDAttitud«2Dangerousn«ss
ZSkewness = 5.531 
ZKurtosis = -.903
EDAttHudeSSegregation
ZSkewness = 12.338  
ZKurtosis = 11.749
EDAtdtudeSSegregatii
EDAttitudcSFear
EDAtbtudeS Anger
EDAttitud«6Ang«r
ZSkewness = 9.556  
ZKurtosis = 3.686
ZSkewness = 10.838  
ZKurtosis = 5 .673
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1ZSkewness = -4.163 
ZKurtosis = -.557
ZSkewness = 12.013 
ZKurtosis = 10.017
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Appendix O: Family Questionnaire (FQ) Distribution
S cale
S kew ness Kurtosis
D istribution
Statistic
Std.
Error
Z S kew ness
Statistic
Std.
Error
ZKurtosis
[S -
0 /S E skew n ess ]
[K-
0 /SEkurtosis]
S um m ed  F Q 1 .602 .160 1 0 .0 1 2 5 3 .1 3 5 .318 9 .8 5 8 4 9 1
Not norm ally  
distributed
SibAttitudel Ptiy
I
S ib A ttitu d e l Ptiy
Sto Dev -  2 02
ZSkewness = -4.19  
ZKurtosis = -0.01
SibAttitude2Dangerousness
!
S lbA ttrtude2D angerousne5s
ZSkewness = 18.84  
ZKurtosis = 28.62
SIbAttitudeSFear
ÏI
SibA ttrtud»3Fear
ZSkewness = 14.58  
ZKurtosis = 14.55
Mean * 13*
SlbAttitude4Blame
I
S ib A ttitu de 4B lam e
ZSkewness = 13.59  
ZKurtosis = 12.13
SibAttitudeSAnger
ZSkewness = 21 .72  
ZKurtosis = 42 .08
S ib ftttitud eS A na er
SibAttitude6HeipTransformed
S ib A ttitu de S H e lp T ra ns fo rm e d
ZSkewness = 5 .83
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ZKurtosis = 1.62 SIbAttItudelOShame
SibAttitudeTAvoid
!
SibAttitude? Avoid
ZSkewness = 18.53  
ZKurtosis = 28 .53
SibAtatudeSRecoveryBlame
f
SibAttitudeSRecoveryBlame
ZSkewness = 0.27  
ZKurtosis = 3 .26
SibAttitude9lncompetence
ZSkewness = 13.03  
ZKurtosis = 10.03
Mean- 3  95 
3d. Qev. *  2,0
I
SibAttltudeSincompetence
Mean = 1 6 Stdjÿv *1 1
I
£
Mean » 1 44 
3d.Dcv =1.257
SlbAttltuddOSham»
ZSkew ness = 22 .78  
ZKurtosis = 46 .00
SibAttitudel 1 Contamination
£
SibAttitudelIContam inatlon
Mean » 1.72 
ad. Dey. -  1 .i
ZSkew ness = 17.79  
ZKurtosis = 27 .25
SibAttitude12AvoidanceSibling
£
SibAttitudelSAvoidanceSibling
ZSkew ness = 15.47  
ZKurtosis = 20 .18
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Appendix P: Factor Analysis of the FQ
Communalities
Initial Extraction
SibAttitudel Ptiy 1.000 .495
SibAttitude2Dangerousness 1.000 .472
SibAttitudeSFear 1.000 .148
SibAttitude4Blame 1.000 .582
SibAttitudeSAnger 1.000 .617
SibAttitudeSHelp 1.000 .661
SibAttitudeZAvoid 1.000 .630
SibAttitudeSRecoveryBlame 1.000 .409
SibAttitudeQIncompetence 1.000 .572
SibAttitudel OShame 1.000 .536
SibAttitudel 1 Contamination 1.000 .364
SibAttitudel 2AvoidanceSibli 
ng
1.000 .614
Extraction Method: Principal Component Analysis.
component Number
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Component Matrix'
Component
1 2
SibAttitudel 2AvoidanceSibli 
ng
.783
SibAttitudeZAvoid .774
SibAttitudeSAnger .755
SibAttitudeQIncompetence .738
SibAttitudel OShame .726
SibAttitude4Blame .693 .318
SibAttitude2Dangerousness .676
SibAttitudel 1 Contamination .601
SibAttitudeSFear .360
SibAttitudel Ptiy .669
SibAttitudeGHelp -.468 .665
SibAttitudeSRecoveryBlame .585
Extraction Method: Principal Component Analysis, 
a. 2 components extracted.
Pattern Matrix^
Component
1 2
SibAttitudeSAnger .786
SibAttitudel 2AvoidanceSibli .770
ng
SibAttitude9lncompetence .758
SibAttitude4Blame .745
SibAttitudeZAvoid .724
SibAttitudel OShame .695
SibAttitude2Dangerousness .640
SibAttitudel 1 Contamination .600
SibAttitudeSFear .381
SibAttitudeOHelp -.324 .722
SibAttitudel Ptiy .694
SibAttitudeSRecoveryBlame .372 .548
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization, 
a. Rotation converged in 6 iterations.
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structure Matrix
Component
1 2
SibAttitudel 2AvoidanceSibli
ng
.777
SibAttitudeSAnger .777
SibAttitude9lncompetence .753
SibAttitudeZAvoid .744 -.329
SibAttitude4Blame .729
SibAttitudel OShame .708
SibAttitude2Dangerousness .655
SibAttitudel 1 Contamination .602
SibAttitudeSFear .375
SibAttitudeOHelp -.377 .746
SibAttitudel Ptiy .699
SibAttitudeSRecoveryBlame .332 .521
Extraction Method: Principal Component Analysis. 
Rotation Method: Oblimin with Kaiser Normalization.
Component Correlation Matrix
Component 1 2
1 1.000 .073
2 .073 1.000
Extraction Method: Principal 
Component Analysis.
Rotation Method: Oblimin with Kaiser 
Normalization.
KMC and Bartlett's Test
Kaiser-Meyer-Olkin Measure of Sampling Adequacy.
Approx. Chi-Square 
Bartlett's Test of Sphericity df
Sig.
.848
971.415
66
.000
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Appendix Q: Calculation of Approximate value of r (Pallant, 2010)
r = z  / square root o f N 
[N = total num ber o f cases)
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Appendix R: Journal of Adolescence Notes for Authors 
Article structure
Subdivision - unnumbered sections
Divide your article into clearly defined sections. Each subsection is given a brief 
heading. Each heading should appear on its own separate line. Subsections should 
be used as much as possible when cross-referencing text: refer to the subsection by 
heading as opposed to simply 'the text'.
Appendices
If there is more than one appendix, they should be identified as A, B, etc. Formulae 
and equations in appendices should be given separate numbering: Eq. (A.1), Eq. 
(A.2), etc.; in a subsequent appendix, Eq. (8.1) and so on. Similarly for tables and 
figures: Table A.1 ; Fig. A.1, etc.
Essential title page Information
• Title. Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible.
• Author names and affiliations. Where the family name may be ambiguous (e.g., a 
double name), please indicate this clearly. Present the authors' affiliation addresses 
(where the actual work was done) below the names. Indicate all affiliations with a 
lower-case superscript letter immediately after the author's name and in front of the 
appropriate address. Provide the full postal address of each affiliation, including the 
country name and, if available, the e-mail address of each author.
• Corresponding author. Clearly indicate who will handle correspondence at all 
stages of refereeing and publication, also post-publication. Ensure that phone 
numbers (with country and area code) are provided In addition to the e-mall 
address and the complete postal address. Contact details must be kept up to 
date by the corresponding author.
• Present/permanent address. If an author has moved since the work described in 
the article was done, or was visiting at the time, a 'Present address' (or 'Permanent 
address') may be indicated as a footnote to that author's name. The address at which 
the author actually did the work must be retained as the main, affiliation address. 
Superscript Arabic numerals are used for such footnotes.
Abstract
A concise and factual abstract is required (maximum length 150 words). The abstract 
should state briefly the purpose of the research, the principle results and major 
conclusions. An abstract is often presented separate from the article, so it must be 
able to stand alone. References should therefore be avoided, but if essential, they 
must be cited in full, without reference to the reference list.
Graphical abstract
A Graphical abstract is optional and should summarize the contents of the article in a 
concise, pictorial form designed to capture the attention of a wide readership online. 
Authors must provide images that clearly represent the work described in the article. 
Graphical abstracts should be submitted as a separate file in the online submission 
system. Image size: Please provide an image with a minimum of 531 x 1328 pixels (h 
X w) or proportionally more. The image should be readable at a size of 5 x 13 cm 
using a regular screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF or 
MS Office files. See http://www.elsevier.com/graphicalabstracts for examples.
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Authors can make use of Elsevier's Illustration and Enhancement service to ensure 
the best presentation of their images also in accordance with all technical 
requirements; Illustration Service.
Highlights
Highlights are a short collection of bullet points that convey the core findings of the 
article. Highlights are optional and should be submitted in a separate file in the online 
submission system. Please use 'Highlights' in the file name and include 3 to 5 bullet 
points (maximum 85 characters, including spaces, per bullet point). See 
http://www.elsevier.com/highlights for examples.
Keywords
Immediately after the abstract, provide a maximum of 6 keywords, using British 
spelling and avoiding general and plural terms and multiple concepts (avoid, for 
example, 'and', 'of). Be sparing with abbreviations: only abbreviations firmly 
established in the field may be eligible. These keywords will be used for indexing 
purposes.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on 
the first page of the article. Such abbreviations that are unavoidable in the abstract 
must be defined at their first mention there, as well as in the footnote. Ensure 
consistency of abbreviations throughout the article.
Acknowledgements
Collate acknowledgements in a separate section at the end of the article before the 
references and do not, therefore, include them on the title page, as a footnote to the 
title or otherwise. List here those individuals who provided help during the research 
(e.g., providing language help, writing assistance or proof reading the article, etc.).
Artwork 
Electronic artwork
General points
• Make sure you use uniform lettering and sizing of your original artwork.
• Embed the used fonts if the application provides that option.
• Aim to use the following fonts in your illustrations: Arial, Courier, Times New 
Roman, Symbol, or use fonts that look similar.
• Number the illustrations according to their sequence in the text.
• Use a logical naming convention for your artwork files.
• Provide captions to illustrations separately.
• Size the illustrations close to the desired dimensions of the printed version.
• Submit each illustration as a separate file.
A detailed guide on electronic artwork is available on our website: 
http://www.elsevier.com/artworkinstructions
You are urged to visit this site; some excerpts from the detailed information are 
given here.
Formats
If your electronic artwork is created in a Microsoft Office application (Word, 
PowerPoint, Excel) then please supply 'as is' in the native document format. 
Regardless of the application used other than Microsoft Office, when your electronic
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artwork is finalized, please 'Save as' or convert the images to one of the following 
formats (note the resolution requirements for line drawings, halftones, and 
line/halftone combinations given below):
EPS (or PDF): Vector drawings, embed all used fonts.
TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 
300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a 
minimum of 1000 dpi.
TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to 
a minimum of 500 dpi.
Please do not:
• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these 
typically have a low number of pixels and limited set of colors;
• Supply files that are too low in resolution;
• Submit graphics that are disproportionately large for the content.
Color artwork
Please make sure that artwork files are in an acceptable format (TIFF (or JPEG),
EPS (or PDF), or MS Office files) and with the correct resolution. If, together with your 
accepted article, you submit usable color figures then Elsevier will ensure, at no 
additional charge, that these figures will appear in color on the Web (e.g., 
ScienceDirect and other sites) regardless of whether or not these illustrations are 
reproduced in color in the printed version. For color reproduction in print, you will 
receive information regarding the costs from Elsevier after receipt of your 
accepted article. Please indicate your preference for color: in print or on the Web 
only. For further information on the preparation of electronic artwork, please see 
http://www.elsevier.com/artworkinstructions.
Please note: Because of technical complications which can arise by converting color 
figures to 'gray scale' (for the printed version should you not opt for color in print) 
please submit in addition usable black and white versions of all the color illustrations.
Figure captions
Ensure that each illustration has a caption. Supply captions separately, not attached 
to the figure. A caption should comprise a brief title (not on the figure itself) and a 
description of the illustration. Keep text in the illustrations themselves to a minimum 
but explain all symbols and abbreviations used.
Tables
Number tables consecutively in accordance with their appearance in the text. Place 
footnotes to tables below the table body and indicate them with superscript lowercase 
letters. Avoid vertical rules. Be sparing in the use of tables and ensure that the data 
presented in tables do not duplicate results described elsewhere in the article.
References
Citation in text
Please ensure that every reference cited in the text is also present in the reference 
list (and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included in 
the reference list they should follow the standard reference style of the journal and 
should include a substitution of the publication date with either 'Unpublished results' 
or 'Personal communication'. Citation of a reference as 'in press' implies that the item 
has been accepted for publication.
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Web references
As a minimum, the full URL should be given and the date when the reference was 
last accessed. Any further information, if known (DOI, author names, dates, reference 
to a source publication, etc.), should also be given. Web references can be listed 
separately (e.g., after the reference list) under a different heading if desired, or can 
be included in the reference list.
Reference management software
This journal has standard templates available in key reference management 
packages EndNote (http://www.endnote.com/support/enstyles.asp) and Reference 
Manager (http://refman.com/support/rmstyles.asp). Using plug-ins to wordprocessing 
packages, authors only need to select the appropriate journal template when 
preparing their article and the list of references and citations to these will be 
formatted according to the journal style which is described below.
Reference style
Text: Citations in the text should follow the referencing style used by the American 
Psychological Association. You are referred to the Publication Manual of the 
American Psychological Association, Sixth Edition, ISBN 978-1 -4338-0561-5, copies 
of which may be ordered from http://books.apa.org/books.cfm?id=4200067 or APA 
Order Dept., P.G.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, 
London, WC3E 8LU, UK.
List: references should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) in the 
same year must be identified by the letters 'a', 'b', 'c', etc., placed after the year of 
publication.
Examples:
Reference to a journal publication:
Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a 
scientific article. Journal of Scientific Communications, 163, 51-59.
Reference to a book:
Strunk, W., Jr., & White, E. B. (2000). The elements of style. (4th ed.). New York: 
Longman, (Chapter 4).
Reference to a chapter in an edited book:
Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your 
article. In B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 
281-304). New York: E-Publishing Inc.
Video data
Elsevier accepts video material and animation sequences to support and enhance 
your scientific research. Authors who have video or animation files that they wish to 
submit with their article are strongly encouraged to include links to these within the 
body of the article. This can be done in the same way as a figure or table by referring 
to the video or animation content and noting in the body text where it should be 
placed. All submitted files should be properly labeled so that they directly relate to the 
video file's content. In order to ensure that your video or animation material is directly 
usable, please provide the files in one of our recommended file formats with a 
preferred maximum size of 50 MB. Video and animation files supplied will be 
published online in the electronic version of your article in Elsevier Web products, 
including ScienceDirect: http://www.sciencedirect.com. Please supply 'stills' with your 
files: you can choose any frame from the video or animation or make a separate 
image. These will be used instead of standard icons and will personalize the link to
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your video data. For more detailed instructions please visit our video instruction 
pages at http://www.elsevier.com/artworkinstructions. Note: since video and 
animation cannot be embedded in the print version of the journal, please provide text 
for both the electronic and the print version for the portions of the article that refer to 
this content.
AudioSlides
The journal encourages authors to create an AudioSlides presentation with their 
published article. AudioSlides are brief, webinar-style presentations that are shown 
next to the online article on ScienceDirect. This gives authors the opportunity to 
summarize their research in their own words and to help readers understand what the 
paper is about. More information and examples are available at 
http://www.elsevier.com/audioslides. Authors of this journal will automatically receive 
an invitation e-mail to create an AudioSlides presentation after acceptance of their 
paper.
Supplementary data
Elsevier accepts electronic supplementary material to support and enhance your 
scientific research. Supplementary files offer the author additional possibilities to 
publish supporting applications, high-resolution images, background datasets, sound 
clips and more. Supplementary files supplied will be published online alongside the 
electronic version of your article in Elsevier Web products, including ScienceDirect: 
http://www.sciencedirect.com. In order to ensure that your submitted material is 
directly usable, please provide the data in one of our recommended file formats. 
Authors should submit the material in electronic format together with the article and 
supply a concise and descriptive caption for each file. For more detailed instructions 
please visit our artwork instruction pages at 
http://www.elsevier.com/artworkinstructions.
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CONFERENCE PAPERS
Grunwald, J.E. & John, M. (2013, March). Siblings and eating disorders: a dynamic 
relationship. Poster presented at 11*^  International Eating Disorders 
Conference, London, UK.
ABSTRACT
Background: Siblings are the forgotten victims of eating disorders. Family therapy, 
which includes siblings, is a central intervention for children and adolescents with 
eating disorders (National Institute of Health and Care Excellence [NICE], 2004). As 
such it is time to give siblings a voice. Given that current policy does not address 
either the role of the sibling relationship in eating disorders, or siblings’ needs, a 
review is opportune. The sibling relationship has been the subject of research in 
relation to disability and mental health and the outcomes may relate to eating 
disorders.
Method: An electronic search of 7 databases was performed (Psyclnfo, PubMed, 
Psychology & Behavioural Sciences Collection, PsycArticles, PsycBooks, Cochrane 
Library and MEDLINE). The searches yielded 219 articles and strict 
inclusion/exclusion criteria were adhered to. 48 research papers, literature reviews 
and book chapters were systematically reviewed using thematic synthesis (Thomas & 
Harden, 2008).
Results: The extant literature addresses four key areas; the experience of siblings, 
the needs of siblings, the bidirectional sibling relationship and siblings’ involvement in 
eating disorder treatment. Adolescent siblings are represented in the literature as 
neglected by services, struggling with conflicting emotions, under pressure to take on 
responsibility and as an invaluable resource in treatment.
Conclusions: Indications are that siblings of those with eating disorders have needs 
similar to those who have siblings with disabilities or other mental health problems, 
therefore interventions designed for these groups may be appropriate within the 
context of eating disorders. Adolescent siblings continue to have only a limited voice 
within the research literature. Suggestions for future research are discussed.
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Grunwald, J.E. & John, M. (2014, March). “It just seems so hard” Growing up while 
your sibling has an eating disorder: a thematic analysis. Paper presented at 
Eating Disorders International Conference, London, UK.
ABSTRACT
Background; Siblings have been presented as ‘forgotten victims’ of eating disorders 
and have featured very little in the research literature.
Objectives: Caring for someone with an eating disorder can impact negatively on 
physical and mental health. Any such impact on adolescent siblings would come at a 
time of developing identity.
Method: Eight adolescent siblings of females with diagnoses of Anorexia Nervosa 
were interviewed. The data was analysed using Thematic Analysis.
Results: Siblings appear affected by the eating disorder which they view as 
pervasive in all domains of their lives. They try to make sense of it and its impact on 
their family and develop their own sophisticated understanding of eating disorders 
with ‘externalisation’ a common theme. The impact of the eating disorder on their 
developing identity is discussed in the context of Self-Determination Theory.
Conclusions: Parents and professionals are in a strong position to help siblings by 
offering a variety of supportive options including space to talk, psychoeducation, 
reassurance, sibling support groups and by challenging stigma.
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Grunwald, J.E. & John, M. (2014, May). “It just seems so hard” Growing up while your 
sibling has an eating disorder: a thematic analysis. Paper presented at the 
British Psychological Society Annual Conference, Birmingham, UK.
ABSTRACT
Objectives; Siblings have been presented as ‘forgotten victims’ of eating disorders 
and have featured very little in the research literature. Caring for someone with an 
eating disorder can impact negatively on physical and mental health. Any similar 
impact on adolescent siblings would come at a time of developing identity and 
warrants further investigation from a psychological perspective.
Design: This study was qualitative; seeing participants in their natural context and 
inductive due to the paucity of previous research.
Method: Eight adolescent siblings of females with diagnoses of Anorexia Nervosa 
self-selected following advertising at carer support groups and online. A semi­
structured interview schedule was developed and interviews were transcribed 
verbatim. The data was analysed using Thematic Analysis.
Results: Siblings appear affected by the eating disorder which they view as 
pervasive in all domains of their lives. Three themes emerged: ‘making sense’,
‘being myself and ‘looking after myself. Siblings try to make sense of the eating 
disorder and its impact on their family. They develop their own sophisticated 
understanding of eating disorders with ‘externalisation’ a common theme. Siblings’ 
developing identity is positively and negatively impact on by the eating disorder. This 
is discussed in the context of Self-Determination Theory. Siblings develop ways to 
cope with the eating disorder with ‘avoidance’ a prominent strategy.
Conclusions: Parents and professionals are in a strong position to help siblings by 
offering a variety of supportive options including space to talk, psychoeducation, 
reassurance, sibling support groups and by challenging stigma.
277
Before another sunrise wakes me 
Before another night is gone 
111 find out where this highway takes me 
You know i gotta travel on.
(Tesori & Crawley, 2014 -  From ‘Violet’f®
T esori, J. &  C raw ley, B. (2 0 1 4 ). O n  m y w ay . [R ecorded by Sutton F o ste r and  C om pany]. O n  Violet: Original 
Broadway Cast Recording [C D]. N e w  Y ork , N Y: P S  C lassics.
Reproduced with permission of copyright owner. Further reproduction prohibited without permission.
